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A WORD OF EXPLANATION FROM. THE PUBLISHER 


The paper for Volume 104 was ordered for delivery from the mill 


in time for us to print and mail the July issue of the JOURNAL on 


schedule. 


The present phenomenal demand for paper, shortages of and delay 
in receipt of raw materials, irregular summer production schedules 
due.to workmen’s vacations all combined to delay shipment to us from 
the mill. | | 


The late delivery of this issue of the JounNAL and of other work 


scheduled embarrasses us greatly and we hope to be able to keep to 


production schedules in the near future. 


THE Logp BALTIMORE PRESS 
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PRESIDENTIAL ADDRESS 1 
Our ASSOCIATION IN A TIME oF UNSETTLEMENT 
SAMUEL W. HAMILTON, M.D., Wasrrncron, D. C. 


The woes of him who essays to compose 
a presidential address to the oldest national 
medical society in the United States have 
been set forth so vividly by my predecessors, 


^ Dr. Callender in 1883 and Dr. Blumer in 


1903, that I need not impress on you the 
thought, the concern, the worry and the in- 
somnia that are involved. One more terror 
was added when the review of all the ad- 
dresses for the centennial number of the 


: „JOURNAL condescendingly used the terms 


l. pedant, humbug, platitudes, gener- 
ously forgotten, uninspired, doldrums, leth- 
argy, fog of inertia. Fortunately another 
47 years may roll by before another review 
is written and your president as of 1947 
will therefore disregard what will later be 
said about him by someone perhaps to be 
born next year. Since 1883 these addresses 


have been given, apparently in all serious- 


ness. Some were historical, some prophetic, 


"some philosophical. 


A friend has pointed out that it is an 
especial privilege to hold this office in this 
exceptional period, for everything seems to 
be in flux. The Association is like the Mis- 
sissipp when Mark Twain was a pilot; what 
are sturdy and respectable banks and bars 
today may be all washed out by tomorrow 
and a new course will have to be charted, 
midst new sands and snags. So one might 
discuss anything with the expectation that 
it was recently timely, is timely now, or will 
be timely by the end of the month. Let us 
consider first what is holding fast in Associa- 
tion procedure, and what is washing away. 

When we gather in conclave we find ready 
prepared for us a mass of experience and 
opinion. Workers from a hundred places 
will tell us the story of their work; whether 
the work of service or the work of study. 
Some have views about what has been done 
by the Association, by the armed forces, by 


1 Delivered at the 103d annual meeting of The - 


American Psychiatric - Association, 


New York, 
N. Y., May 19-23, 1947. A 
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the staff of some hospital, by the neighbors 
who have gone to prison or the neighbors 
who go about thé streets. This have we done 
for more than a hundred years and though 
some decry it and talk of relegating such 
papers to subdivisions of the Association sc 
that more time may be left at the convention 
for presenting a few particular orations, I 
hold that our usual course has been usefti 
and should not be lightly abandoned. Saic 
one of our most highly regarded leaders, the 
greatest service of the Association is to offer 
opportunity for free discussion. Hundreds 
of us go from these meetings tired but in- 
spirited, and in consequénce do our whole 
year's work better. 

A vast amount of preliminary thought 
comes from our committees and we wiii 
briefly review their - position. At the very 
first meeting of the,Association, 16 commit- 
tees were set up. The: chairmanships were 
divided among ten members. ‘Dr. Brigham 
held three posts, Drs; Butler, Kirkbride, Ray 
and Striblirg two each; and Drs. Awl, Bell, 
Earle, Galt and Woodward one each. These 
committees were to consider moral treat- 
ment, medical treatment, and restraint; con- 
struction, organization, and chaplains of hos- 
pitals; prevention of suicide, advantages of 
private treatment, autopsies, and prevention 
of mental disease; statistics, jurisprudence, 
public support; and provisions for prisoners, 
Negroes, idiots and demented persons. The 
reports of committees furnished the backbone 
of the prcgram for several years; this was 
natural, for a committee report was mostly 
an essay by the chairman. Committee re- 
ports are now decried in some quarters, 
printed in small type and not always reac. 
Committeemen sometimes question whether 
the return on their labors justifies the time 
they give to their responsibilities. No com- 
mittee shculd feel offended or even discour- 
aged when their recommendations seem to 
get merely a respectful hearing and no action, 
for if they point the right road, it will be 
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traveled. when someone devises a practical 
conveyance. . | 
For example, some years ago the Commit- 


tee on Research urged that clerical help be: 


granted so that the committee could keep 
account of all research going on in our ter- 
ritory, give counsel and perhaps find support 
for promising projects. We are not a 
wealthy organization and never saw our way 


to supply that clerical help. Now the Federal 


Government has made psychiatric research 
` its concern, and when the National Mental 
Health Council gets its funds, every research 
in our field will be a matter of interest, and 
many worthy projects will be subsidized.’ 
Our long list of committees shows the 
varied interests cf our membership. They 
number 3-. Most committeemen consider 
appointment an honor, though some perhaps 
continue tc serve from a sense of duty rather 
than choice. By spreading these duties 
widely, we bring more members into the 
work. Our officers, our special representa- 
tives and cur committeemen this year include 
over 200 Fellows and Members. During the 
war we were deprived of the participation of 
many of our ablest members who were in 
military service. It has been my privilege to 
appoint an unusual number of recent vet- 
erans to committee posts, since they came 
home just before my term started. Five 
chairmen found it necessary to withdraw, to 
our regret. We were fortunate to get Drs. 
Chambers, French, Lewis, Tiebout and 


Woolley to take these posts. Two new com- . 


mittees are headed by Drs. Himler and Pratt. 

Of these committees 12 have held a meet- 
ing—perhaps more than one—during this 
operating year. The tradition of the organi- 
zation has been that committee meetings 
. should be few, for they cost money. At pres- 
ent we are in position to authorize more of 
them, and I have encouraged holding meet- 
ings. I hope that you will ask your coun- 
cillors to continue this policy. Of all the 
ways of spending our funds, even at the 
penalty of reducing our treasury nest-egg, 
this 1s in my opinion one of the most fruitful, 
The $4,600 spent has been a good invest- 
ment. Bringing a committee together does 
more than assure the consideration of certain 
items. It also enables the younger members 
to understand better the scope of the Asso- 


EN its influence on what is happening in 
our field, and the prime fact that we do our 4 
most effective work through our individual 
members rather than by distant pontifica- 
tion—shouting at people across space. 

A few committees have been set up to meet 
special situations and two function only for 
a year. These shortlived ones are the Execu- 
tive Committee and the Committee on Ar- 
rangements. The Executive Committee con- 
sists of three officers and two additional 
councilors, and carries on the business of 
the Association between meetings of the 
Council. I am grateful for the diligence and 
wisdom of this year's Executive Committee. 
The Committee on Arrangements works 
with the Program Committee and the execu- 
tive assistant. They have admirable plans for 
making your visit pleasant. 

When our membership was a few hundred 
and salaried positions in Canada and the 
United States numbered only a few more, a 
candidate could with a few letters canvass | 
all the desirable openings in the field. As 
years passed, more and more positions were 
set up, and in this century more kinds of 


. positions. Even before World War I, court 


and clinic and penitentiary—as well as hos- 
pitals—were employing psychiatrists. That 
war dislocated scores of our members and 
attracted new men into psychiatry. From 
I911 the National Committee for Mental 
Hygiene had been a disseminator of infor- 
mation about vacancies. and possible candi- 
dates. After that war the National Commit- 
tee engaged one of our number to help the 
discharged military psychiatrist find a job to 
his liking, and persuaded some minor hos- 
pitals to appoint men of major training to 
their staffs. The same problem and oppor- 
tunity transpired after this war. The finan- 
cial position of this Association being favor- 
able during Dr. Bowman's presidency, we 
appropriated money to strengthen greatly the 
personnel division of the National Commit- 
tee by sharing the expense of what we have 


called the Psychiatric Placement Service, 


which included a director and a secretary. 
Over 900 returning veterans have consulted 
it in person or by letter. More than 60 took 
positions in public mental hospitals, some in 
private hospitals and some in other organiza- 
tions. Much the largest number wanted 
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training, preferably in a university clinic. 
We would gladly have seen 600 go into hos- 
pitals, but such was not their temper. We 
think our money was well invested. We 
shared costs with the National Committee 
for a year and added enough to continue 
their clerical help six months longer in order 
to integrate the new information into their 
files. A joint committee supervised the work 
and has nearly completed its mission. 

Special temporary committees were ap- 
pointed by request to advise with the New 
York State Department of Welfare and the 
Chicago branch of the Civil Liberties Union. 

The Committee on Research is dividing 
the field among its members and intends to 
keep informed and to inform us about what 
ig in progress. They will be particularly in- 
terested in accessible unsolved problems. A 
special committee was set up in the previous 


_ administration to confer with leading psy- 


chologists on the relations between their dis- 
cipline and ours. This committee has pro- 
ceeded with cautious wisdom and is being 
continued while the psychologists develop 
schemes for accrediting sound clinical ex- 
perience. The Committee on the Legal As- 
pects of Psychiatry will review for you their 


efforts during the last five years to obtain 


uniformity of commitment procedures, equi- 
table treatment of legal offenders in the 
armed forces and extension of the teaching 
of legal psychiatry in colleges of medicine 
and colleges of law. They.will also discuss 
the handling of juvenile delinquency and the 
question of legal ECSponisiubty for criminal 
activity. 

Our Committee on International Relation- 
ships bas an extraordinarily intriguing field 
today, one that may baffle the wisest of us. 
Perhaps we must pile an international or- 
ganization on top of our national associations 
in order to be heard in international affairs. 
Our committee watches this situation and 
Drs. Chisholm and Rees will bring us infor- 
mation about what impends. Another rela- 
tively young committee is that on Preventive 
Psychiatry, a subject about which absurd 


‘things are sometimes heard. This committee 


seeks the implementation of what they call 
a modest program, through facilities that are 
already available in our educational institu- 
tions, such as schools of public health and 
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departments of preventive medicine. The 
Committee on Military Psychiatry will tell 
you their discouragement over the conserva- 
tism of the military command and their view 
of great advances that are possible. The 
Committee on Veterans is influential in tke 
very fine and effective program of the Vet- 
erans Administration in neurcpsychiatry. 
Their report will inform us of progress thers. 
The Committee on Psychiatric Social Ser- 
vice maintains lines of communication all 
over our area and will give us current infor- 
mation about the state of social service in 
our hospitals, where standards may be good 
but too often are low. The Committee on 
Industrial Psychiatry started several years 
ago as a subcommittee. Its members, out of © 
personal experience, will tell us of the great 
opportunities in that field and of the traininz 
and shrewd wisdom needed for the task. 
Our biographical volume was published in 
I94I. Its usefulness has surpassed whst 
many of us thought was possible and the sug- 
ply was exhausted long before the informz- 
tion became obsolete. A special committ<e 
has laid plans for the compilaticn of a new 
volume. The cost will this time be greater 
and the book may not pay for itself as tke 
old one did. The Council believes that it will 


be a sound investment in public relations 


and. a greai aid to our membership, particu- 
larly those who make appointments or sesk 
candidates for important positions. 

The Committee on Nomenclature and Sta- 
tistics afte- several years of little responsi- 
bility now finds itself very much in the lime- 
light becatse a new classification of mental 
diseases has emanated from the Army and is 
so well received that other organizations a-e 
considering its adoption. This committee, 
besides its own deliberations, will communi- 
cate with other medical organizations that 
are interested in the uniform classification, 
and in due time will give us their findings. 

The Committee on Psychiatry in Medical 
Education with its customary industry has 
assembled facts about the teaching in our 
medical scaools, which indeed has undergone 
considerable shift toward cur position. Tris 
committee has had a very helpful influence 
on medica. education. They are now consid- . 
ering how to put a mobile teaching group in 
the field. In this period. when emphasis in 
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medical education is moving from the psy- 
choses to tne psychoneuroses, we should give 
every encouragement to sound and effective 
procedures. We do not want the med:cal stu- 
dent to come out of school with the idea that 
patients who respond well are the orly ones 
worth thinking about, even though they 
may need more of his time than do men with 
severer ailments. 

Our Committee on Ethics has listened to 
complaints and has taken up on its own in- 
. itiative matters in which the reputation of 
members of our Association might be ques- 
tioned. It is inevitable that professional men 
should make an error and overstep conserva- 
tive practice now and then. It is absolutely 
unavoidable that some patient will complain 
of the way his affairs have been handled, and 
these complaints may be lodged against the 
most discreet as easily as against the incau- 
tious. Our Committee on Ethics takes its 
responsibilities with all seriousness and 
makes full reports to the Council ; the essence 
of these reports is brought to the Association. 

The Committee on Psychiatric’ Nursing 
has a broad stimulative influence on nursing 
educators in our field. Its present work can 
extend at least another three years through 
which a generous grant of the Rockefeller 
Foundation will continue. That Foundation 
happily sees high value in personal visits 
to the schools of nursing and accordingly we 
- are able to have a nurse actually in the field. 
The committee and their representative are 
to be commended for the mobility they have 
displayed; it is more effective than writing 
exhortations, though of course incidental re- 
ports are a means of prolonging the effect 
of what has already been conveyed bv word 
cf mouth. 

Our Committee on Public Éducation has 
continued its very effective work. On occa- 
sion the opinion of the Association, or the 
Council or of some committee duly ap- 
pointed to represent us should be recorded 
and heard. Indeed on such occasions our 
opinion and advice is not only hea-d but 
also recorded, as our newspaper clippings 
show. This work is often more effective be- 
cause not attuned to a blare of trumpets. The 
loudest noise may fail to encompass the 
greatest wisdom. A wise man once remarked 
that he was not interested in turning the 
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steam into the whistle but was deeply con- 
cerned about having a fire under the boiler. 
The committee sees some progress and will 
again remind us that good relations are based 
on our records as individuals and are likely 
to be best when least controversial. The ex- 
pense of this work to the Association is so 
small that we are evidently indebted to pri- 
vate generosity. 

The Committee on Membership has a 
large task every year, carried out mostly just 
before the annual meeting. In preparation 
for their scrutiny of 799 applications for ad- 
mission or transfer, a huge amount of cor- 
respondence is carried on by the office, and 
this correspondence is not infrequently re- 
viewed by a committee member or an officer. 
At the instance of Council the committee has 
this year made a survey of the associate 
membership with a view to promoting to 
membership those who have been in our 
ranks for three years and who persevere in 
psychiatry. 

— The Nominating Committee, sensing a de- 
sire to change our usual practice and leave ' 
part of the sifting of candidates to the assem- 
bly rather than require the committee to do 
the whole process, has brought to you mul- 
tiple nominations for president-elect and for 
councillors. We hope the members will find 
ways to express their opinion of this pro- 
cedure. It has already been criticized; one. 
Fellow of the Association has said he dislikes 
to be opposing another at the polls. Un- 
doubtedly it was time to experiment, what- ' 
ever scheme turns out to be ultimately most 
acceptable. 

Our Committee on Program has had to do 
more integration of special interests than 
usual this year, and they have done it skil- 
fully. The Committee on Reorganization has 
made a heavy contribution to the program. 
This committee, originally appointed in 1944, 
included some of our liveliest spirits and 
represented a segment of our membership 
who have won distinction in teaching, in ad- 
ministration, in clinic, in private practice and 
in military service. Following their presen- 
tation at the Chicago meeting of what the 
Association should be doing and how to get 
it done, they asked and were promised more 
members and more time on this year’s pro- 
gram. You have noticed that all day Tues- 
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day is devoted to two series of discussions 
of our work and our responsibility. I need 
not emphasize the importance of these ses- 
sions and the interest aroused in them under 
the brilliant leadership of this committee. 
The conclusions reached will be laid before 
you in resolutions Thursday morning. Any 
action. taken at that session should rep- 


resent your considered judgment, so far as 


possible. | 
Another matter seemed so important as to 


= warrant a whole session this year. The Psy- 


chiatric Foundation is a monument to the 
vision and pertinacity of our executive assis- 
tant, Austin M. Davies. Its purposes and 
almost limitless possibilities, as well as its 
plan of action, will be spread before you 
Wednesday afternoon. 

Meanwhile what has become of our usual 
scientific program? It has suffered cuts but 
has come out well. Feeling sure of a large 
attendance in New York we have taken five 
days for our meetings. Because of the ur- 
gency of our special programs, men from 
other walks of science will not be heard this 
year. The chief interest of the yearly meet- 
ing—the presentation of experience and 
theory by our rank and file—has been some- 
what reduced. It may be a little harder to 
hear all the papers you wish because we have 
more quadruplet sessions than usual, a mea- 
sure necessary to forestall a serious reduc- 
tion in the number of communications pre- 
sented. 

We had hoped to sit at clinical sessions in 
some of our hospitals but in the pressure of 
new projects to consider, that item has to be 
deferred to a later year. In one regard we 
have made a definitely better arrangement of 
the program: round table discussions will 
be held on two evenings instead of one; 
fewer members need be disappointed because 
they cannot go to two of these interesting 
and important conferences. l 

Early in its history this Association set 
up standards that ought to be attained by 
mental hospitals. Those standards had great 
influence. After a time the formulations be- 
came less pertinent and fell into disuse. 
Partly as a result of the needs of the Federal 
Government in providing for the veterans of 
the first World War, a new set of standards 
was adopted and found its ablest expression 
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in 1926 when, after a period of stady by the 
Committee on Standards and Poiicies, they 
were presented to the Association for a 
year’s consideration and were then adopted. 
They were intended as minima and in several 
instances have been modified and added to. 
They have been used effectively to bring 
about improvement in organization and 
equipment of mental hospitals in many 
places. No doubt further amendments will 
be needed and will be made. If made after 
due consideration and appropriately formu- 
lated, and not too rigid in detail, they will 
serve the mentally ill for years to come. 
Probably we are right in setting these stand- 
ards so high that only the best supported 
institutions meet them all. So liberal a state 
as New York, for instance, did not provide 
quite the ratio of physicians to patients that 
was called for in the standard adopted in 
1926, and stood farther below the later modi- 
fication of that standard. On the other hand, 
most standards have been surpassed in vari- 
ous hospitals. We have succeeded in steer- 
ing a middle course. Standards that can be 
never more than an aspiration wculd not b2 
helpful to well-disposed public officials when 
they try to get better support for our hos- 
pitals. Standards that everybody has at- 
tained leave no room for striving. : 
Standards inevitably lead to questions 
about rating. Here we meet difficulties, and 
it is possible for desk workers to give formal 
ratings too high a value. The Mental Hos- 
pital Survey Committee staff worked a long 
while on the problem of ratings, but never 
found a satisfactory scale. The United States 
Public Health Service obtains information 
about mental hospitals and puts it to good 
use, but would be conservative about any 
scheme that would rate one hospital as num- 
ber five in excellence and another as num- 
ber 173. Our Committee on Standards and 
Policies has ambitious plans for rating the 
excellence of the mental hospitals of the 
country. They have sent out questionnaires 
and now have the promise of a grant from 
the Psychiatric Foundation to meet the ex- 
pense of devising a rating scheme and doing 
something ebout it. They will need great 
wisdom in planning further moves in this 
matter. . 
We have designated several Fellows for 
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important liaison. Dr. Joseph W. Moore 
represents us in the American Association 
for the Advancement of Science. Drs. Le- 
bensohn and Yerbury took part in the delib- 
erations of the Inter-Society Committee on 
Science Foundation Legislation in February 
and Dr. Whitehorn represents us there. 
Dr. Burlingame was our delegate to the Brit- 
ish Medico-Psychological Association. Drs. 
Curran and Schumacher participated in the 
Attorney General's conference on ‘juvenile 
delinquency. Dr. William Leavitt was dele- 
gate to the annual meeting of the American 
Social Hygiene Association in New York 
and Drs. Keyes, Sands and Peatick to the 
American Academy of Sciences at Phila- 
delphia. 

Our JOURNAL enjoys deserved popularity 
and now has 2,168 subscriptions outside the 
membership. Among these are 87 subscrip- 
tions by medical students and interns, at 
half-price. It is intended this summer to 
begin publishing the TouRNAL monthly. In 
preparation for this expansion we have ac- 
quired an editorial assistant. We have raised 
the subscription price to ten dollars. Many 
in our membership have wanted more news 
about what is going on in psychiatry. To 
meet this desire the Council took tentative 
steps toward establishing a news sheet for a 
year's trial, not to compete with the JOURNAL 
but to supplement it. A committee was ap- 
pointed and met the delay inevitable in such 
a project. Now the Council has decided to 
try for a year another plan, and get more 
news into the JOURNAL. 

So much for our committees. Let us con- 
sider some strong and some weak points in 
our constitutional structure. The rising num- 
ber of affiliate societies 1s an excellent devel- 
opment in the frame of the Association. The 
first affiliation was enacted only so late as 
I934. The number of such societies grew 
slowly and the growth was healthy and spon- 
taneous, no. outside stimuli being applied. 
In 1943 when the affiliate societies numbered 
Ir, the Council invited each affiliate to send 
a representative to sit at Council meetings 
and.join in the discussions. This has worked 
well. The Association has made no contribu- 
tion to the expenses of these delegates except 
a meal or two, when Council meetings ex- 
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tend through meal time. Five more societies 
have come in, and two await your decision. 

Voices have been raised in favor of further 
elaboration, The bylaws provide for the es- 
tablishment of district branches, on petition. 
If still more meetings and dues are wanted, 
this mechanism is ready. Perhaps we are 
doing better to ride for a while the current 
that is already swirling. Our members have 
been organizing groups according to local 
geography and lines of transportation, rather 
than with artificial boundaries. We are just 
receiving as affiliate a very important organi- 
zation whose membership centers in New 
York City and includes members from parts 
of several states. I am sure nobody with a 
pair of shears would have cut out from the 
map a district just like that. A special com- 
mittee might well study this matter. 

Most of our business is handled, and well 
handled, by the Council. That body hears 
reports and passes on their fitness for trans- 
mission to the Association. It appropriates 
money. It expresses its will to officers and 
agents. It is a hardworking body of men 
who are earning their living at home, but 
giving this time and thought to their col- 
leagues’ affairs. The business has grown 
with the membership. Year by year a new 
president presides over the Association in 
course, and also has to preside over Council. 
No two presidents do it the same way. 
Council meetings are long and often tedious, 
and time' is lost on matters that could be 
more expeditiously handled. If Council 
should select its own moderator, time and 
human effort would be saved. He might be 
a member of Council, but sometimes would 
not be. In that case, like the speaker of the 
British House of Commons, he would have 
no vote. His one job would be to get the 
business done in an orderly and economical 
fashion. Under that arrangement the presi- 
dent would be able to consider, to confer and 
to vote like other Councillors instead of being 
under continuous pressure to push the 
egenda. This change has found favor during 
informal discussions and notice of a suitable 
amendment has gone to the secretary. 

Another matter needs attention. We have 
no constitutional provision ‘for replacing a 
deceased or resigned official and might fall 
into serious fiscal embarrassment, with no- 
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body qualified to sign checks. An amend- 
ment will be introduced enabling Council to 
fill vacancies. . 
Before the war it was proposed that the 
president and a couple of interesting speak- 
ers should be a deputation to various parts 
of the country to participate in programs of 
related societies. The plan has merit, but it 
would be best to do nothing in the coming 
year that could be suspected of weakening 
. our interest in the Portland meeting, for this 
_is only the second time that the Association 
has placed its annual conclave on the Pacific 
. Coast, and we wish a first-class meeting 
there, even better than the one at San Fran- 
cisco in 1938. If the 1949 meeting be held 
in the East, there should be one or more 
. meetings on the Pacific Coast for those who 
cannot cross.the continent. A single gath- 
ering might be held at a central place such 
as San Francisco. Or the North Pacific 
Society, our members around San Francisco 
Bay, and our Southern California members 
might have separate meetings, their pro- 
grams strengthened by a deputation chosen 
by our Program Committee. I recommend 
that our Coast members consider all this, and 
at Portland tell the Council just what they 
want in 1949. 

In any organization of this size two trends 
of thought may be distinguished as the in- 
clusive and the distributive. The typical 
includer is impressed by the power of a 

| great organization to do things the right way 
and to thwart those whose ideas are errone- 
ous. He wishes to get all organizations in 
every part of the field under one constitution 
and one set of officers. He is willing to make 
concessions, at least temporary concessions, 
in order to bring in the smaller organiza- 
tions. He is pained if some smaller groups 
are reluctant to give up their own organiza- 
tions and come into the big one. In his mind's 
eye he sees a great body of united scientists 
^ and administrators marching shoulder to 
shoulder, and always in the right direction. 
This picture is very attractive. Very little 
straying off the line of march is contem- 
plated. oos 
The distributive type of mind likes to en- 
courage those who have common interests 
to gather anywhere that is convenient and 
compare experience. If a group working on 
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a common project takes a rame and =lects 
its own officers, the person of distribütive 
mind has no qualm. He kncws that in time 
issues get settled, the little organization dis- 


. bands or merges when its work is done, ar.d 


the very fact of its continued existenc2—so 
long as it continues—is indication that there 
is some job for it to do. He is vastly stimu- 
lated by these minor societies to see -f the 
big organization can devise a better scheme 
to meet a need; he tries cne scheme and 
another and perhaps hits on the very thinz 
that is wanted. But he does not insis: that 
everybody come into the big tent and hunt 
for a spot in the straw. Our big corporations 
encourage little ones. To explore for 21! or 
uranium, to operate countrr telephonss, to 
write local fire insurarice, a feeder company 
may be organized with an officer of the 
big company in command. Distribution of 
household gas in tanks was first dome by 
small companies. This Association should 
welcome feeder societies. | | 

During a war passions aré sharpened, and 
those who have served togetker are not loath 
to decry their elders. We were that way 
after the first World War, -oo. Out of the 
war has developed a Group for the Advance- 
ment of Psychiatry, who mostly have the 
background of working in st-ong, far-spread 
professional bodies, the Army and Navy 
Medical Corps. This Group holds meetings 
twice a year and discusses metters very earn- 
estly. They have committees of their own 
that correspond and perhaps meet between- 
times. The Group are prot of their cori- 
mittee reports. At their earnest desire and ` 
by the votes of their representatives ii was 
decided to print some of tnose reports in 
our JOURNAL. 

Those of us who are distributively minded 
welcome the new Group. I- includes many 
of our best minds, and our jobs will scon ze 
done better by those whc are 20 years 
younger than we. We enjoy their enthu- 
siasm and expect great things of them. We 
urge them not to set up macainery by which 
their opinion shall be given 2ut as the opin- 
ion of the Association. Nc body of 4,000. 
physicians has offhand a siagle opinion on 
any topic, though it will pretty well agree on 
some things, after hearing tke argument. In 
the present movement to set up a permanent 
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. medical oficer, many have thought of him as 
primarily the spokesman of the Association. 
When we find the money to pay the salary 
and office expenses of a full-time medical 
man, J sincerely hope that he will not be 
primarily a publicist, but that he will be an 
adjunct to the secretary’s office and a rep- 
resentative of your Council in keeping active 
all our professional groups in Canada and 
the United States. 

Our finances are set forth in detail by our 
treasurer. A few figures call for emphasis 
and only approximations will be used. We 
' have a surplus of more than $38,000. This 
has been wisely invested in savings bank 
accounts and government bonds. The largest 
increment in one year was $5,000 and lately 
the average has been $3,000 a year. Last 
year we had a surplus of $2,200, this year 
only $484. Even our magazine has made 
money for two years, $1,000 year before last 
and almost $1,900 last year. That unprece- 
dented profit is now at an end. This year we 
shall lose about $800 on the magazine. Other 
expenses will be higher than formerly. Our 
rent has been increased about $350 a year. 
Printing, postage, telephone and other inci- 
dental expenses of the office are much heav- 
ier than they were, and will not go down. 
Our payroll has been increased by $1,500, 
and we hope some day to have room for 
an additional worker. The office is very 
crowded and when we get more space it will 
cost more money. The conversion of the 
JOURNAL to a monthly will result in addi- 
tional expenditure, perhaps $5,300. Ob- 
viously our finances appear sound but they 
are not in such condition that broad spend- 
ing is at all possible. All this will be in your 
minds when vou consider the several plans 
for extending the work of this Association. 

Under good management it has been pos- 
sible for the Association in the last dozen 
years to undertake a few new enterprises. 
In 1946 $3,000 was appropriated to help 
start the mental hospital survey. More re- 
cently we published our biographical volume 
and a volume on military psychiatry. Last 
year we shared with the National Committee 
for Mental Hygiene the cost of a personnel 
placement service. This year we are devel- 
oping our dublication. Shortly our Commit- 
tee on Psychiatric Nursing will need an ap- 
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propriation. These things could not have 
been done save for the care with which our 
predecessors handled our finances. The sur- 
plus looks so encouraging that some have 
thought we can spend unlimited sums on any 
good cause, but this conclusion is not borne 
out by experience. It is time for decision 
about the sum, we should keep on hand for 
emergencies. 

Our constitution provides that the audi- 
tors shall be our Finance Committee. This | 
provision has never been activated. We de- 
pend on our able executive assistant to do 
some budgeting, and to help the executive 
committee to move wisely between Council 
meetings.. The growth of the Association 
has led to two new steps this year. First we 
consulted the auditors about expanding their 
activity into budgeting, but they are located 
far apart and perhaps too fixed in number. 
The Council decided to set up a Budget 
Committee to help us see how much of our 
money may be available for our various 
projects. The other move has been divorce 
of the offices of secretary and. treasurer, 
which could be done without any change in 
the constitution. With a separate treasurer 
and an active Budget Committee we should 
be able to plan our finance easily and well. In- 
cidentally the intolerable load carried by the 
secretary has been lightened. I do not see in 
all this any lessening of responsibility for 
Mr. Davies and his assistants; in them we 
have every confidence and on them we shall 
continue to lean. 

The trustees of the Lester N. Hofheimer 
Estate propose to set up a yearly prize for 
outstanding contributions to psychiatric re- 
search. At their request we are devising a 
plan for a self-perpetuating board of award. 
The president will serve on the board, and 
when board members come to the end of 
their term of service, the Council will choose 
their successors from a list of nominations 
made by the board. The fund will be handled 
by our treasury. We are happy to have the 
privilege of administering such a fund, about 
which you will see more in the JOURNAL. 
We may be called on,to administer another 
fund in the near future. 

So much about associational affairs. Our 
affairs impinge on much that happens in the 
community znd many results that we seek in 


4 


1047] 


our practice depend even more on commu- 
nity interest and support than on our own 
efforts. Let us look at some things that 
are happening around us. Unhappy stories 
about what befalls our patients 1n the mental 
hospitals are only part of the distressing 
situation of today. In some states, because 
of lack of beds the old-age patients are not 
accepted in mental hospitals. Some of them 
go to jail, some are locked up in almshouses 
and others are locked up at home. To see 
this return of ancient abuses is especially 


. disquieting to those of us who thought they 


were out of date and abolished. Perhaps as 
Herbert Spencer said in 1868, “We are in 
course of rebarbarization . . . ." 

As regards treatment, a few things may be 
said. In our hospitals and clinics, treatment 
still suffers from shortage of personnel and 
in too many places is on too limited a scale 
to reach anywhere near the needs of our 
patients. It is too easy to fall in with the 
common concept that the mentally ill who 
come to our hospitals can be pitied but not 
helped, that little good can be expected from 
working with them, that meager care is all 
the situation. demands, that time is only 
wasted if anything elaborate is undertaken. 
When the proposition is stated thus baldly 
we resent it, but nevertheless in too many 
hospitals as well as even in the shade of too 
many universities, the philosophy of our 


work is not on.a high level, and we find 


someone saying, “I’m sorry, but you can't 
do anything for him." Much of this attitude 
of impatience and hopelessness comes from 
focusing interest on the psychoneuroses, 
lack of experience with the psychoses, lack 
of. drill on doing things for our patients. 
We cannot be content when so much psy- 
chiatric work is in an unhealthy condition. 
Some of the disorder and deficiency has 
grown from the inroads of the war years, but 
other evils existed beforehand and lately 
have merely been brought into public recog- 
nition. We concede the value of routine 
measures taken for the advantage of a patient 
in any decent hospital, starting with the 
benefit of his removal from the environment 
in which he got sick. In too many places the 


physician is overburdened and perhaps has . 


come into our work without much training. 
Too many of our men have not been taught 
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to spend time profitably with the individual 
patient and therefore are reluctant to do it. 
Since on the whole we are good organizers, 
we turn over many medical functions tc per- 
sons whom we- train in ancil. ary techniques. 
A telephone operator becomes the admission 
officer ;.a supervisor explaizs the patient's 
status to him; an attendant. gives the first 
reassurance; the laboratory technician craws 
and examines. his blood; the X-ray tech- 
nician makes the chest plate and reads it; 
the dietitian or steward pres-ribes his iood; 

and so on down the list. | 

If the new patient is respcasive and -alka- 
tive he is incerrogated according to a shed- 
ule and his statements are combined into a 
story that is then known as a history, fixed 
and embalmed. A social worker or clerk 
interviews a relative and gets an anzmne- 
sis. Neither document is pursued in future 
studies. When professional men are ziven 
this arid fodder it is no wonder that they 
think treatment consists of sodium arnytal, 
psychoanalysis, electric shock, frontal leu- 
cotomy, and little else. Psychoanalysis they 
have heard is dangerous or inapplicable to 
hospital patients; leucotomy they would like 
to learn to Co; amytal they may order every 
night; and everybody gets el2ctric shock un- 
less he has aortic insufficiency. Much as 
one may regret it, there is too much af this 
sort of thing. 

Being modest, our colleazues sometimes 
fail to understand how far they might go 
in giving real treatment, and so they miss 
some opportunities. They rake certam ex- 
aminations and draw inferences, but have 
neither the time nor the experience t5 pry 
diligently and skilfully into -he roots of the 
patient's trouble and tactfullz undermine his 
hostility anc lead him to readjust. Our col- 
leagues who teach need be careful not to let 
frothy verbiage substitute fcr hours of solid 
work with patients, and students shotld be 
so well trained that they will not get panicky ` 
when called on to examine a patient who 
does not tal. 

Into such a medical atmosphere comes 
some new scheme, useful wken proper; ap- 
plied and in need of furtber cautiots re- 
search. Many of us are swept off our feet 
with enthusiasm. Before my day it was thy- 
roid treatment. Before the frst World War 
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came surgery of the separable organs, includ- 
ing the colon. After the war malaria was 
administered not only for cerebral lues but 
for many another ailment. Insulin therapy 
has been used for all sorts of things but not 
so widely as its cheaper successor, electric 
shock, which is administered high and low 
in hospita: and office to an extent that is no 
credit to us. In sheltered environment, un- 
pleasant occurrences after shock may be very 
infrequent, but we should caution our col- 
leagues against recklessness. Lately we have 
called in the brain surgeon as our accomplice, 
and an operation that makes cheerful inva- 


lids out o: patients with persistent and ap-- 


parently irremediable states of mind has been 
employed also on psychoneurotics and on 
young people with functional disorders 
whose outcome we have no right to say is 
hopeless under other measures of treatment. 
Individual psychotherapy should be sys- 
tematized and expanded in our hospitals. 
Many members of medical staffs should have 
their time so arranged that definite periods 
will be free from interruption. Another 
physician will receive all telephone calls dur- 
ing the time set aside, and the superintendent 
will direct that even he will be reminded that 
this is Dr. Jones’ treatment hour. Such an 
arrangement was made by the late Mortimer 
W. Raynor. Many patients would be more 
comfortable if given more physiotherapy. 
. Our mental hospitals can learn much of value 
"by studying what the late Richard H. 
Hutchings, Jr., brought to pass in three New 
York hospitals. | 
Our colleagues in the hospitals are not 
perfect, as we have admitted, and a consid- 
erable number in these days are men who 
have retired from general practice to enter 
our field without training. In many cases we 
have urged them to come in and do some- 
thing to help. Without joining the general 
debate, let us remember that most mental 


: hospital physicians among other things be- 


come well acquainted with the social prob- 
lems of their patients, about which we hear 
so much these days. As has been pointed 
- out by a predecessor in this office, when you 
tour the wards with a mental hospital staff 
member he tells vou about one patient and 
another—not only about the patient's ailment 
but also about his background, his home, his 
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outside problems. As Dr. Russell said, many 
of these men know more than they think they 
know. It behooves those of us who are vocal 
to set right some of the current vagaries that 
make the situation look even worse than it is. 
Even in the most 1solated hospital the phy- 
sicians expect to know quickly about the 
physical ailments of their patients, and when 
they are well enough to go home. From that 


‘level, which implies that the doctor is shep- 


herding. several hundred more patients than 
he should have to, standards go up and up 
to those of hospitals where any patient can 
be assured of sympathetic understanding and 
wise treatment, 

Construction of hospital buildings pro- 
ceeds slowly. I regret that the trend is to 
further enlarge existing institutions until 
great sections become mere receptacles. It is 
not implied that any part of a big institution 
is necessarily a bad place, but opportunity 
for personal attention from the ward physi- 
cian decreases as the institution grows, and 
more and more wards are lumped together 
under the supervision of the less experienced 
doctors. An objection that leads men to steer 
away from the superintendency of a big hos- 
pital is perhaps not mentioned to officials but 
can be easily elicited. The time-consuming 
responsibilities of that position prevent the 
superintendent from knowing many indi- 
vidual patients. The confidence displayed by 
his patients and their willingness to tell him 
freely even about private affairs is one of 
the greatest rewards of medical practice. 
Many of our colleagues have made a finan- 
cial sacrifice so as to preserve this relation. 

The nursing situation in many of our hos- 
pitals has been most distressing. Ingenious 
schemes have been employed to combat the 
deficiency. Patients who have recovered or 
who have not yet recovered have been put 
on the payroll at some modest figure and 
given considerable responsibility. In more 
than one place men were put on duty on 
women's wards and it is amazing that the 
complaints received have not been more 
numerous and bitter than they were. Such 
men's reputations could be badly smirched 
by the fantasy of an excited woman patient. 
Evil indeed is our dearth of nurses. In many 
places we are worse off now than we were 
25 years ago. The trend of nursing educa- 
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tion has taken our pupils away; there is no 
use lamenting, for we do not compete suc- 
cessfully with the schools in general hos- 
. pitals. But here are our patients—a half 
million in this country and some more in 
Canada. How shall be provide for them? 
They cannot wait. Without good psychiatric 
nursing they must perish in soul, and some 
in body. 

We should probably tread again the steps 
that our predecessors took decades ago. In 
1798 a course of lectures was delivered to 
the attendants at the New York Hospital. 
The attending physician started with the 
employees he had, and set out to improve 
the fitness of the workers who were already 
on the job. This was a fundamental project 
in training. In the 1870’s and later, suitable 
attendants were given courses—mostly lec- 
tures—and at the end of about two years 
were encouraged to take some examinations. 
If they passed, they were entitled to wear a 
distinctive uniform and to draw an increase 
in pay. ~~ 

At present we cannot make registered 
nurses of most of our attendants. Educa- 
tional requirements for admission to nurse 
training are such that most of the candidates 
are recent graduates of high schools. We 
give courses to our attendants, and many of 
these courses are very practical and informa- 
tive. So far as the medical lectures are con- 
cerned, they are given with the same devo- 
tion that characterized the labors of my con- 
temporaries 40 years ago, and are often 
better lectures than the ones we gave. In my 
opinion we should do essentially the same 
things for our attendants that our predeces- 
sors did in the eighteen nineties. We should 
expand the present training course for at- 
tendants till it covers about two years, grant 
diplomas, and above all, follow that diploma 
with a quick increase in salary. Able nursing 
instructors stand ready to help in such a 
` movement. Indeed New Jersey reports real 
progress. The few full three-year schools of 
nursing that we have should be continued 
and more if possible established, but to ac- 
complish anything on a broad scale we must 
turn our eyes in other directions and cease 
wishful thinking. 

The development of the labor movement 
is of consequence to all of us who are inter- 
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ested in mental hospitals; znd indeed who 
can long be a psychiatrist wit3out a very keen 
interest in the hospitals? Most hospitals 
have a union and many have two unions 
representing the two great labor groups. 
In New York State there is also an Em- 
ployees Association, much older than either 
union and more influential. I am not decry- 
ing union activities when I say that their 
possibilities for good have not been thor- 
oughly explored. Both phys:cians and union 
officials have been asked about their point 
of view and their interest. An important 
question, “What has the union done to im- 
prove the treatment of patients?" has been 
put to representatives of boti groups. I was 
told in a Canadian institutioa that the union 
assumes at times a disciplirary attitude to- 
ward a careless member. When this stage is 
reached a real contribution can be made. 
Soon we should resume irsisting that fun-. 
damentals of decent care be set up in all our 
hospitals even though really high standards 
of treatment have to wait Hill larger stafs 
are found. Food and clothinz, bathing facili- 
ties, a measure of privacy—particularly for 
women-—all these topics and more need at- . 
tention in too many institutions. Take the 
matter of food, for instance. Little deferse 
can be offered for crudities of preparation 
and service to thousands of our patients, In 
many hospitals cooks are never paid enouzh 
to hold the good ones. Many institutions 
have no dietitian and others pay such a small 
salary that the dietitian who can be hired 
is not an administrator anc must therefore 
confine her authority to the ciet kitchen. The 
result is that good food is poorly cooked and 
deadly dull to eat. Dining rooms that should 
be places o= cheerfulness ani beauty are too 
often gloomy, noisy and disorderly spots in 
an institution that may otherwise be rather 
cheerful. Would that the ions of battered 
aluminum dishes that fill the pantries in 
many of our institutions had been requisi- 
tioned by the government for something dur- 
ing the wer. Unfortunately the aluminum 
was not good enough to mzke airplanes and 
therefore we still condemn -housands of our 
fellow citizens to eat off that stuff. Thou- 
sands never have a knife or fork. They 
would use them with propriety but a great 
state is too poor to buy them-—so it is said. 
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Then of course there are dark murmurs 
about the misuse of table utensils. Few pa- 
tients would misuse them, and in the hos- 
pitals where they are supplied, they are prop- 
erly handled. | 
Among the pleasanter features of our 
situation today is the participation of the 
government in the efforts of this Associa- 
tion to develop better mental hospitals. 
Through <he generalship of our colleague, 
Dr. Treacway, the mental hospital survey 
was started almost eleven years ago with a 
supervising committee representing several 
great bodies, all the committeemen being 
prominent in this Association. Participation 
in that continuing survey has been a very 
great privilege. Since 1939 the U. S. Public 
Health Service has carried all the financial 
responsibilty and its Mental Hygiene Divi- 
sion the burden of running it. More recently 
the Division of Tuberculosis Control has 
equipped many state health departments with 
the means of making chest surveys in our 
mental hospitals as elsewhere. And now for 
more than a year we have had the collabora- 
tion of the Division of Hospital Develop- 
ment, which has put an architect on our 
structurai problems. Such a happy state of 
affairs we yearned for in the National Com- 
mittee for Mental Hygiene 25 years ago, but 
Salmon and Williams were not permitted to 
enjoy it. Rehabilitation is the word used 


by the federal government to designate a` 


new resource made available to our patients 
in the states and in some places already used 
rather well Not without difficulty did. the 
friends of the mentally ill get the rehabilita- 
tion law so written that persons with mental 
handicaps might become beneficiaries. It is 
now possible to send our convalescents to a 
place where they will be advised what kind 
of training will benefit them; the cost of 
training is then provided by the rehabilita- 
tion agency. The National Committee has 
embarked on a notable study to develop the 
most fruitful methods to use in getting such 
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training for our patients; All hospital men 
will watch that study with deep interest. I 
shall not discuss the benefits we expect from 
the National Mental Health Council, for they , 
lie ahead. 

My associates, for the honor of presiding 
over your sessions and sharing the work of 
your Council, I thank you profoundly. The 
courtesies shown me during this period have 
been quite in keeping with the dignity of 
this office and have moved me more than I 
would have cared to show. The helpfulness 
of my seniors and my contemporaries has 
been matched by the enthusiasm that many 
juniors have shown in undertaking the tasks 
to which they have been called. Let us come 
to united opinions when we can, büt even 


. where we divide, let no one forget that his 
membership is in a fine body of upright and 


sympathetic professional men and women. 
In days when our land is full of talk about 
less work in return for more pay, it behooves 
us physicians to set a good example by mak- 
ing more than a fair return for our salaries 
or our fees—whichever supplies our liveli- 
hood. I report to you that hundreds of our 
colleagues are doing exactly that thing. I 
meet them not only at conventions but also 
in the wards of their institutions and in their 


.offices and in other places where they are 


professionally busy. You have reason to be 
proud of your profession in these difncult 
days, and particularly of your associates in 
the specialty that you have chosen. 

Ahead stands our most important goal— 
better treatment for our patients, and for all 
patients who are mentally ill. Much of the 
treatment is done by physicians personally, 
much by our collaborators in nursing, psy- 
chology and other skills, and much through 
community resources. Whatever plans we 
make in public or private practice, let -us 
center every scheme on the welfare of some 
patient. So long as that is our method, we 
shall not go far astray as individual prac- 
titioners, nor as an Association. 
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A PSYCHIATRIC PROFILE 
A. A. BRILL 


Of the multiform assignments that fell to 
my lot during my psychiatric career, none 
was as pleasant as the task before me. When 
it was suggested that I make a personal 
sketch of Samuel W. Hamilton as your 
president, I literally jumped at the idea. For 
I can now confess that, like many others, 
I expected and hoped for years to see Hamil- 
ton on the Parnassian peak of the A.P.A. 
It was therefore a source of great satisfac- 
tion to me to gather the material for a de- 
scription of the measure of the man you 
have chosen as our president for 1946-47. 

Hamilton and I graduated from the same 
medical school in 1903, and as fate would 
sometimes have it, our paths ran in the 
same direction since then. We both went 
into psychiatry as a medical career, we both 
received our training in the New York State 
Hospitals, and last but not least, we have 
not drifted apart as usually happens; on the 
contrary we have remained close enough now 
for forty-four years to observe each other’s 
trials and pleasures with friendly and sym- 


pathetic eyes. And yet, as you will soon’ 


hear, up to the time we were thrown to- 
gether in the College of Physicians and Sur- 
geons, there were hardly two other class- 
mates who were as far apart by background 
and environment as Sam Hamilton and 
Abraham Brill. | 

When I became aware of Hamilton he im- 
pressed me as a quiet, serious and self-pos- 
sessed individual who like the present writer 
was too busy for trivialities. Yet Hamilton 
was quite different from the general run of 
medical students of his class. I never saw 
- him in Van Glahn’s beer saloon which many 
. of us frequented during the lunch hour and 
on some other occasions. Later I discovered 
that Hamilton never drank anything alco- 


holic, never smoked and I never heard him: 


use cuss words. Such singular behavior 
might ordinarily arouse wonderment, per- 
haps even some suspicion, but to my knowl- 
edge if one ever entertained such thoughts 


about Hamilton they were soon dispelled by 


his genial and kindly behav.or. Years later 
when I occupied myself with the problem of 
“transference” I often thought of Hamilton; 
I wonderec why we were so strongly at- 
tached to him who differed from all of us 
in so many ways. 

Hamilton and I belong tc a small psychi- 
atric club which has existed since 1914. 
Hamilton is one of its oldest members, its 
former secretary and president. At our 
monthly meetings we dine, drink and disctss 
lightly all sorts of interesting topics. I em 
not contradicting mvself wh2n I say that «we 
dine and d-ink at our meetings. All of us 
dine and drink but Hamiltcn invariably sips 
ginger ale. Yet Hamilton is the seventh 
president which this club? has given The 
American Psychiatric Assoziation in abcut 
a generation. Nor does Hamilton ever pzr- 
ticipate in the type of witty sallies regulariy 
indulged in by the memberstip at their meet- 
ings, albeit his sense of humor is on a par 
with the rest of us. He tboroughly appre- 


 clates a good joke and thu: shows that ce- 


spite his sedateness, despite his preoccupa- 
tion with the more serious and broader as- 
pects of life, he nevertheless enjoys some 
outlets from forbidden sources. Ít was from 
observations gleaned during those meetings, 
where everybody is in the hebit of giving free 
expression to his thoughts, where aided by 
the spirit of the occasion everybody is “off 
guard,” that I have solved the meaning of 
our admiration for Hamilton. It is based on 
an unconscious feeling of ccntrast. It seems 
that we discern in him a quality which we 
would fain possess, but whith for some rea- 
son we either could not or did not as vet 
attain. This conclusion, I feel, was confirmed 
by the data that I gathered tor this sketch. 
Hamilton descended from a hardy Scotch 
and English stock. He himself traces his 
lineage to one David Hamil-on, a Scot, loval 
to the Stuarts who fought azainst Cromwell, 
and having been captured was shipped to 


1The membership of this -lub is limited to 
twenty. : 
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Boston with a lot of “Jron Werke" and 
Scotch prisoners in November 1652 to be 
bound out as an indentured servant in New- 
buryport. He did not however remain long 
a servant. He soon managed to buy land on 
the shore of the Salmon River in New 


Hampshire, and then send for his sweetheart 


Hannah Jackson whom he married and with 
whom he reared seven sons. When he was 
quite old and sick he was killed fighting In- 
dians. Your president's great-grandfather, 
Jonathan Hamilton, was the first physician 
in the family, and Samuel W. Hamilton 
adds, “My grandfather and two brothers 
were homeopathists, also my father and 
uncle and their cousin. My own cousin and 
his three sons are physicians.” 

The maternal side of the family was no 
less distinguished medically. Roger Tyrrell, 
free planter of Milford (Connecticut) landed 
in Boston from England in 1632 and Henry 


Turrill, our president’s maternal grand- : 


father, was a dentist. Dr. Hamilton’s father, 
Warren Henry Hamilton, died at 27 of diph- 
theria, acquired from the bite of a two-year- 
old patient whom he was relieving of chok- 
ing .on his diphtheritic membrane. This 
martyr to his profession was survived by 
his wife, the former Mary Salome Turrill, 
and their first and only child of nine months. 
Samuel W. Hamilton was brought up by his 
mother in <he home of his maternal grand- 
parents, wko supported herself and her child 
by teaching the piano. 

I received these notes from our president 
who ended his letter with the remark: “The 
Association has no interest in these matters, 
but I have no doubt some of them confirm 
your analytic observation of me." 

Well, speaking first as a pure descriptive 
psychiatrist, I was very interested in these 
notes. For although I have known Hamilton 
since our medical student days I did not 
know anything of his early life. The 
thoughts that flashed through my mind as I 
read about his lineage ran something like 
this: “I doubt whether we have ever ob- 
tained such a full history of heredity and 
environment from any former president of 
this Association.” How many of our mem- 
bers can trace their genealogy to the sturdy 
Scotch-English stock that reached the New 
England shores at the very beginning of its 
civilized existence?. And how many of our 
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presidents cr members, judging by their 
heredity and environment, can settle the 
moot question of the transmissibility of ac- 
quired characteristics in the manner dem- ° 
onstrated by the life of Samuel W. Hamil- 
ton. On his paternal side, beginning with 
his great-grandfather, there were seven phy- 
sicians, and as if not to be entirely outdone in 
the art of relieving suffering, his maternal 
side added a dentist. In addition, Hamilton's 
own cousin and his three sons are all phy- 
sicians. No wonder that Hamilton chose 
medicine as his vocation. He must have 
inherited this familial tendency to help man- 
kind. l 

I must also mention the fact that these 
physicians were not just ordinary doctors 
quietly practicing medicine. His great-grand- 
father was a Thompsonian medico, his grand- 
father and two great-uncles were homeopa- 
thists. One of them was so strongly intent 
on introducing this form of medicine into the 
United States that he moved into twenty- 
four different localities, from one to another, 
in order to introduce homeopathy. Our 
president must have inherited this stead- 
fastness to fight for an idea at the hazard of 
all earthly ccmforts. For as I have watched 
Hamilton throughout his medical career I 
can say that his whole psychiatric mission 
has been directed to improve the status of 
the patient in the mental hospital. Mutatis 
mutandis Hamilton like his grand-uncle 
moved from place to place, from institution 
to institution in order to find ways and 
means of improving the lot of the state hos- 
pital patient. In his zeal to improve every- 
thing that might contribute to the patient’s 
welfare, Sam Hamilton was undoubtedly in- 
fluenced by his great-grandfather who once 
said: “I don’t cure the patient, I make him 
more comfortable.” 

Samuel W. Hamilton was born in Bran- 
don, Vermont. Following his graduation 
from the Rutland High School, he received 
his A.B. from the University of Vermont in 
1898, and his M.D. from Columbia Univer- 
sity (College of Physicians and Surgeons) 
in 1903. In 1946 his Alma Mater, the Uni- 
versity of Vermont, conferred upon him the 
degree of Sc.D. (honoris causa). 

Few psychiatrists of the. present writer’s 
generation have had as versatile a schooling 
in nervous and mental diseases as Samuel W. 
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Hamilton. This can be seen from the follow- 

ing list of his psychiatric activities: | 

. Assistant Physician: Manhattan mite Hospital, 
1905-1909 

Senior Assistant Physician, Utiċa State Hospital, 
1010-1916 
olunteer Assistant, Mental and Nervous Clinic, 
University of Breslau, IQII-1912 © 

Director, Police Psychopathic Laboratory, New 
York City, 1917 

Psychiatrist in U. S. Army, July 1917-September 
IQIQ 

: Medical Director, Philadelphia Hospital for Men- 
tal Diseases, 1920-1922 

Assistant Medical Director, Bloomingdale Hospital, 
1923-1936 

On Staff of The National Committee for Mental 
Hygiene, as Director of the Division on Hospital 
Service, 1917-1918, 1920, 1922 to date 

Director, Mental Hospital Survey Committee, Sep- 
tember 1, 1936, to June 20, 1939 

Mental Hospital Advisor, U. S. Public Health Ser- 
vice since September I, 1936 


Dr. Hamilton not only gave faithful ser- 
vice to the positions he filled but he has also 
recorded his impressions and experiences in 
numerous papers and addresses. Perusing 
them—and I read thoroughly many of them 
—one is impressed by the fact that most of 
them deal with subjects on the practical 
aspects of the patient and his environment. 
Unlike most psychiatric writers who preter 
to delve into the theoretical aspects of psy- 
chiatry, Dr. Hamilton apparently strove to 
eliminate the existing deficiencies of the 
present. His first paper (May 1907) was on 
treatment of excitement by prolonged baths, 
and his second paper was. on friends of the 
insane (Philippe Pinel). These two papers 
were symbolic of Hamilton's position in psy- 
chiatry. His mission was to help the patient, 
and he unconsciously identified himself with 
the friends of the insane. This is fully con- 
firmed by all his later works too numerous 
to mention here by title. There are papers on 
hospital management, on occupational ther- 
apy in which, I learned, Hamilton was in- 
terested before he went into psychiatry. 
There are a number of very valuable papers 
on planning of mental hospitals, on psychi- 
atric service in general hospitals, on the ac- 
tivities of a good mental hospital, on training 
ot attendants in mental hospitals, on the 
church and the mental hospital, the problem 
of military rejects and casualties, etc. - 
` These titles were selected at random from 
a long list'to show Dr. Hamilton's devotion 
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to the cause of the mental patient. All his 
papers can 5e read with proüt by any person 
interested in the alleviation 5f suffering ; his 
"History of American Merral Hospitals” in 
One Hundred Years of American Fsychi- 
atry ? is a veritable treasure of information 
which no student of psychia-ry should fail to 
read. | 

Before I knew anything about his early 
life I, a Jew, often looked at Sam and said 
to myself, “Here is a real modern Christian, 
conscientious, steadfast, philanthropic and 
unostentatious." I was surp-ised to hear that 
Dr. Samuel W. Hamilton vas an onl} child, 
concerning which I have lorg ago said many 
things in a paper published in 1912. My 
main thesis was that the caly child zs as a 
rule maladjusted to life. I am very gled that 
I said also that there are exceptions if the 


. child is properly reared. This was the case 


with Sam Hamilton. His mother, I was told 
by our president’s wife, wa: a very magnetic 
and charming person who following the 
death of her husband de*-oted her whole 
existence to the nurture end education of 
her son. She evidently sensed that a boy 
needed the guidance of = father amd she 
therefore enlisted the office of her pastor, 
Dr. Reese, a Baptist minister, who was a- 
great influence in Hamaton’s life. The 
school of psychoanalytic psychiatry I repre- 
sent teaches that everythirg being equal, a 


man is guided iri the selection of his wife by | 


his mother-image. In choosing the zharm- 
ing Ruth Norton Hamilton as his life's mate 
Hamilton has continued under the same 
patient and benign care as he was under his 
own mother. There were two children: the 
daughter, Eva, died five years ago, ard their 
son William is a forester. — 

This in brief gives, as it were, a profile of 
your president for 1946-47. It also explains, 
why Sam W. Hamilton chose the profession 
of medicine, why after he went inzo psy- | 
chiatry because he was in ¿ebt and wented to 
pay it, decided to remain tiere, for no other 
vocation offered a better 74s a tergo for his 
particular personality, and why the State of 
New Jersey is to be congretulated on having 
acquired his services as Superintendent of 
the Essex County Hospital for the Insane. - 


"?'The Armerican Psychiatric Association (Colum- 
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I should like to give you a general sum- 
mary, a sort of aerial photograph of the 
neuropsychiatric problems facing the Vet- 
erans Administration, and to touch briefly 
upon some of the solutions we are evolving 
for them. Most of these matters have been 
discussed in more detail by other speakers 
so I shall devote but a word to each phase 
of the situation. 

First, let me call your attention to the 
size of our job. Our armed strength during 
the first World War was roughly 44 million, 
and from this group almost 70,000 neuro- 
psychiatric disabilities resulted. We created 
what then appeared to be a mammoth hos- 
pitalization program for veteran care, and 
by 1945 had in all over 9o functioning hos- 
pitals, 32 of which were for neuropsychi- 
atric patierts. It is sobering to learn that 
some 50,000 neuropsychiatric beds were nec- 
essary to meet these needs. 

. During the war but recently over, 13 in- 
stead of 4 million men and women went 


into uniform. We are informed from the. 


medical departments of the various armed 
services that well over 600,000 individuals 
have alreacy been separated for neuropsy- 
chiatric disorders, or for defects of character 
or personality which prevented their reten- 
tion in service. I am sure all of us here to- 
day; with the exception of the few visiting 
astronomers ? who may be in our midst, feel 
a sense of unreality about figures of this 
magnitude. Perhaps it would be simpler to 
say that, great as the problem was following 
the first World War, it is at least three times 
greater today, three times tougher, and, I 
might add, three times more pressing in. its 
immediacy. There are far different social 
and economic influences at play in our civili- 
zation today than in the twenties, a far dif- 
. ferent tempo in world events. We have got 


1 Maj. Gen. Hawley was a guest speaker at the 
ro2nd annual.meeting of The American Psychi- 
atric Association, Chicago, Ill, Mar. 27-30, 1946. 

2 Dr. Harlow Shapley Was also a guest ME at 
this meeting. 
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all candor. 
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to find solutions and we have got to find 
them now. 

I said a moment ago that some 50,000 
beds were found necessary to care for the 
neuropsychiatric invalids from the first 
World War and from previous conflicts. 
Does this mean that 20 years from today we 
are to have 400,000 neuropsychiatric beds, 
a hospital at every crossroads, a staff of Vet- 
erans Administration employees that could 
populate one of our larger cities, a budget 
appropriation that would resemble our na- 
tional debt? It could, if we follow the pat- 
tern of the past. It could mean all of these 
things. The medical profession as a whole, 
and more particularly the psychiatrists and 
the neurologists of our country, have never 
before been so directly challenged. Here’ 
and today we are being put to the test. Is 
there such a thing as preventive medicine? 
Can a psychiatric illness be recognized soon 
enough, and treated effectively enough, to 
prevent the patient's withdrawal from so- 
ciety even for a short period? Can the 
course of existing psychiatric disorders be : 
modified? Can the psychiatric invalid be re- 
stored to a level of social adjustment that 
makes community functioning possible? 

Society is asking these questions. I am 
convinced that the psychiatrists of the 
United States can answer them. I am con- 
sciously and intentionally passing this ques- 
tion and this challenge along to you. The time 
has passed when such an agency as the Vet- 
erans Administration can be something 
apart, a thing unto itself. The time has passed 
for jealous guarding of the narrow preroga- 
tives of any clique. My sons as well as yours 
are now "veterans." The sons of my neigh- 
bors as well as of yours are now "veterans." 
As fathers, and as men, we cannot “leave it 
to George" with flesh of our flesh and bone 
of our bone. We cannot as physicians i ignore 
our duty. 

The Veterans Administration cannot do 
this job. I say this in all frankness and in 
The Veterans Administration 
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cannot do the job alone. It is a task that will 
tak the strength, the skill, and the patience 

every qualified physician in the country. 
It is a job which requires—-which demands— 
the combined effort of the entire medical 
~- profession, no whit less than did the tremen- 
dous medical programs of the armed forces 
during the war. It can be done only when 
we have each become “physician to the 
American veteran” just as we were “phy- 
sician to the American soldier" only a few 
months ago. 

I promised to mention briefly some of the 
solutions that are being evolved. They were 
developed with your help and under your 
direction. I see many physicians here today 
who have sat on our consultative and ad- 
‘visory boards in Washington. Implementa- 
tion of the ideas evolved there was possible 
only with your help, and their effectiveness 
wil, in a major way, be the reflection of 
your continued, unstinted efforts individu- 
ally, and through such organizations as The 
American Psychiatric Association, toward 
our comnion goal. Outstanding men in the 
various specialties already are giving us the 
benefit of their wisdom and their experience 
on the spot from Maine to Texas, and from 
Washington to Florida. We are determined 
to expand this program until we have a 
group of medical consultants representing 
every major specialty working in direct con- 
junction with each of our 13 branch offices. 
We must. have your help and the help of 
your association. Nor will this be sufficient. 
Each of our hospitals must rely upon the 
most skilled of the physicians in its immedi- 
ate community for guidance and for direct 
professional advice. Again The American 
Psychiatric Association can be of invaluable 
help in assuring us highly qualified men for 
these posts. 

Hospitals—we shall of course need more. 
Those now in existence are, almost without 
exception, overcrowded, and their facilities 
far below what you and I consider ideal. 
We have enough asylums scattered over the 
. country, some under Federal operation, some 
. under that of the States. We want, we need, 
and we will have, hospitals worthy of the 
name. You have suggested that general hos- 
pitals have active psychiatric services; that 
psychiatric hospitals have active medical and 
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surgical departments. You have suggested 
that these be located in prox:mity to mediczl 
schools, to centers of population, to the best 
medical skills in the community. This will 
be done. We have now in Washington a 
group of architects from New York City, 
from Chicago, from the West—the best we 
could find—who, as I talk, are designing 
these hospitals to meet the most up-to-date 
requirements of not one, bu: of every medi- 
cal specialty. It is my conviction that our 
new hospitels will meet anc excel the most 
advanced construction standards in the 
world. 

The neuropsychiatric division of our gen- 
eral hospitels and our psychiatric hospitals 
will be structurally designed for treatment. 
Occupational therapy wings, with lathes, 
photographic laboratories, carpenter shops; 
shock therapy suites ; extens:ve hydrotherapy 
departments;  neurosis centers—all will 
shorten hospitalization and improve our -e- 
sults. 

I am told and I believe that there are few 
illnesses which do not carry with them psy- 
chiatric imolications. I am told that this is 
especially true in the chronic debilitating dis- 
orders and in those mutilating conditions 
which seer naturally the province of the 
surgeon and the orthopedist. A number of 
our psychiatric hospitals are being desig- 
nated as tuberculosis centers. In an atmos- 
phere peculiarly oriented to the personal 
needs of the individual, these patients will 
receive the benefit of every modern therapy 
administered either by psychiatrists skilled 
in the treatment of tuberculosis, or tuberculo- 
sis men skilled in psychiatry, wherever vou 
choose to place the accent. 

Our Medical Rehabilitation Division, 
working in intimate collaboration with psy- 
chiatry, will assist the disfigured patient, the 
amputee, the blind, to come to terms with 
his handicap, physically ard emotionally. 

Through the establishment of active psy- 
chiatric units in our general hospitals our 
cardiologists and our allergists will have 
the services of the psychistrist immediately 
available. Our psychiatriscs will have con- 
stant access to the particular skills of the 
internist and of the surgeon. Our patients 
will at last receive the care implicit in the 
name "general" hospital. 
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You have stressed: the need for treatment 
of that large group of patients whose dis- 
orders do not. warrant hospitalization, but 
who are still too disabled to take their right- 
ful place in the social structure. You have 
talked in terms of outpatient therapy, of 
. mental hygene clinics, and of social service 
work in the community. Until very recently 
all psychiatric outpatient departments of the 
Veterans Administration served a dual pur- 
pose. Pension examinations were performed 
in an effort to determine the patient's per- 
centage disability, and at the same time at- 
tempts were made by the same physician, and 
frequently during the same interview, to treat 
the patient's illness. We are rapidly correct- 
ing this manifestly undesirable situation 
through th= establishment of clinics staffed 
by psychiatrists, social workers, and psychol- 
ogists, whose function will be entirely that 


of therapy. It will be possible for the eligible. 


‘patient to come to these clinics by referral 
from other departments. of the Veterans 
Administration, from’ community agencies, 
from private physicians, or simply on the 
basis of his own desire for help. There will 
be no pension examinations performed here. 

Where it is not feasible for the Veterans 
Administration to establish such a clinic, 


where special therapeutic ‘techniques are, 


available in the. outpatient department of 
the commuzity hospital, and more particu- 
larly in those dense areas of population, 
where no cne clinic, regardless of its size, 
could hope to serve all the patients needing 
assistance, again we must rely on you in the 
community to provide this care for your 
veterans. Many such contract clinics are al- 
ready operating; more will be needed. 

There is, we believe, no substitute for the 
intimate therapeutic relationship of the pri- 
vate physician and his patient. The medical 
societies of many of our states are rapidly 
working out plans whereby qualified special- 
ists in neurology and psychiatry may apply 
their skill tc the problems of the veteran pa- 
tient. In some states these plans are already 
in operation, We need them in all. 

The finest plans are sterile without human 
beings to put them into operation. The 
finest hospital in the world, the finest out- 
patient department in the country will be an 
empty architectural achievement until it is 
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staffed. There have been too few docters, 
too few nurses, too few social workers, tbo | 
few psychologists, too few attendants, tóo 
few physical therapists, too few—I shall not 
continue to name every category of worker 
devoted to the care of the neurological gz' 
psychiatric invalid. There have been too 
few of all. There are too few today. None 


.of us in the medical profession will settle 


for numbers alone ; we must also have qual- 
ity. Our need for competent well-trained 
men and women in every medical branch 
has not been met. Here again is a job that 
is the responsibility of the whole medical 
profession. You have made magnificent ef- 
forts in this direction already. We must 
continue them. Resident training programs 
are being set up through your various deans’ 
committees and professors of psychiatry in 
a number of veterans hospitals. None of us 
wil be satisfied until every hospital comes 
under such sponsorship. Our staff physi- 
cians need and want these stimulating con- 
tacts. Young physicians just completing 
their internships, and older men looking for 
intensive training in a specialty, need and 
want the best educational program that can 
be established. The patients need and de- 
serve the finest medical care available in the 
country. 

Our hospitals are affiliating with nursing 
Schools, and cadet nurses already are being 
trained in several localities. Other programs 
of affiliation are being developed with.schools 
of social work. We are expanding our 
courses for hospital attendants, and making 
it possible for physical therapists, educa- 
tional advisors, occupational therapists, and 
medical workers of every category to perfect 
their techniques and advance their skills both 
in veterans hospitals and in community cen- 
ters. All of these programs, from the estab- 
lishment of residencies, to weekly meetings 
between a ward physician and his attendants, 
will be reflected in progressive improvement 
in: patient care, in shortened hospitalization, 
and in more rapid integration of da 
patients into community life. 

All of us have.a task before us which is 
not small. We can ignore the health of 13 
million. men and women, the finest of our 
country's youth, at our peril and at the peril 
of the future of the world. There is today a 
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uniformity of purpose and a determination 
tofnueet our obligations to the veteran, that 
meates every stratum of society. The 
4Pstandards of the American medical profes- 
sion, the knowledge and the skill of the coun- 
"trys physicians, and the material resources 
attheir command, are unequaled. As men, 


as fathers, and as doctors, we must hold to 
this strong purpose. We must duplicate, and 
duplicate again, these professional skills. We 
must help our young men and our young 
women, back once more from war, to mest 
the. future with all that we can give ther— 
strong bodies and sound minds. 
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SEDIMENTATION RATE AND WHITE BLOOD COUNT IN MENTAL 
PATIENTS WITH RHEUMATIC BRAIN DISEASE' 


WALTER L. BRUETSCH, M. D., IupraNaroLis, IND. 


The Annals of Internal Medicine (21: 
494, 1044) in an editorial discussing “The 
Cerebral Vascular Lesions in Rheumatic 
Fever," as thev occur 1n mental patients with 
rheumatic brain disease(1-7), requested 
more information particulariy with regard 
to fever, sedimentation rate and white blood 
count. 

As to fever it may be stated that there 
is usually no elevation of temperature in 
mental patients with rheumatic enceph- 
alopathy. However, if in such patients a 
four-hourly temperature chart is kept over 
many weeks, there will be periods during 
which the oral temperature may reach 
100° F. Other conditions such as incidental 
upper respiratory infections or latent pul- 
monary tuberculosis, which may produce 
such low grade. fever, were carefully ex- 
cluded. 

Concerning the sedimentation rate and 
the white blood count two questions will 
be answered with this study: (1) Are there 
an accelerated sedimentation rate and in- 
creased white count in patients with chronic 
rheumatic brain disease, anc (2) Are the 
determination of the sedimentation rate and 
of the white blood count of diagnostic value 
in differentiating patients with rheumatic 
encephalopathy froni patients afflicted with 
other types of mental illness? _ 


FREQUENCY OF AN INCREASED SEDIMENTA- 
TION RATE IN MENTAL PATIENTS 
WITH RHEUMATIC BRAIN 
DISEASE . 


The study consisted of 28 mental patients 
with'rheumatic brain disease in whom the 
sedimentation rate was determined. All the 
patients had concomitant rheumatic heart 
disease. There were available from two to 


i Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 27- 
30, 1945. i 

From the Research Department, Central State 

Tospita!, Indianapolis, Ind., and from the Depart- 
ant of Psychiatry and Neurology, Indiana Un‘- 

‘sity School of Medicine, ' 


five determinations of the velocity ratet 
the erythrocytes in every patient. The Cutler 
vein method was used for determining the 
sedimentation rate(8, 9). l 

Of the 28 cases, 85.7 percent had an in- 
creased sedimentation rate. Of these, 15 
cases (or 53.6 percent) had a slightly in- 
creased velocity rate, ranging between ro to 
I9; and 9 patients (or 32.1 percent) had a 
moderately increased sedimentation rate of 
20 to 30. 


FREQUENCY OF AN ELEVATED WHITE BLOOD 
Count IN MENTAL PATIENTS WITH 
RHEUMATIC BRAIN DISEASE 


In 40 patients with rheumatic enceph- 
alopathy, associated with rheumatic heart 
disease, from two to eleven examinations 
of the white blood count were carried out. 

The question arose as to what should be 
regarded a normal white count. Ten thou- 
sand white cells were considered the upper 
limit of normal in this study, although most 
liematologists consider 8,000 to 9,000 as the 
upper limit of normalcy. Ernstene(18) re- 
gards all counts below 9,000 cells per cmm. as 
normal in patients with former acute rheu- 
matic fever. 

Of the 40 patients, diagnosed psychoses 
with rheumatic brain disease, 30 percent had 
at one time or other a white blood count 
over 10,000. Of these, 17.5 percent had a 
white count ranging between 10,009 and 
12,000; and 12.5 percent had a white cell 
count between 12,000 and 15,000. There 
were no cases with a leukocytosis over 15,000. 

The simultaneous measurements of the 
sedimentation rate and of the leukocyte 
count reiterated the already known fact that 
the sedimentation rate is a more sensitive 
criterion of activity of the infection in rheu- 
matic fever than the leukocyte count. This is 
illustrated by the following example. 


The female patient, at the age of 22, was informed 
that she had a heart murmur. When 35 years old 
she was in bed for five months with "rheumatism. 
‘This illness was interpreted as a recurrence o! 
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rheumatic fever. Eighteen years later, then aged 
S34lshe had a stroke, which left a residual mono- 
pl@ia and hypalgesia of the left arm. At the same 
tyme mental symptoms made their appearance. She 

ecame destructive, tearing pictures from the wall, 
and threatened to kill her neighbors. On various 
occasions she left the house unclad. 

When admitted to the Central State Hospital, 
there were days when she had an unexplained oral 
temperature of 99i? to roo? F. The pulse was 
slightly irregular, and the rate was 100 per minute. 
The blood pressure was 150 systolic and go diastolic. 
There were no joint pains. A systolic and diastolic 
murmur was heard over the aortic region. The 
roentgenogram showed cardiac enlargement, and the 
electrocardiogram revealed evidence of myocardial 
damage. The diagnoses were as follows: psychosis 
with rheumatic brain disease; subclinical rheu- 
matic fever; rheumatic aortic stenosis and insuf- 
ficiency. 

From 1940 to 1946 simultaneous determinations 
of the sedimentation rate and of the leukocyte 
count were made at regular intervals. During this 
time the sedimentation rate oscillated between 13 
and 20 (Io is normal), while the white blood count 
remained well within normal limits, ranging from 
4,750 to 8,300. In the differential count, however, 
there was at all times a marked shift to the left, 
with band forms averaging from 6-14 percent (nor- 
mal 4), juveniles from 2-8 percent (normal 0), and 
myelocytes from 2-9 percent (normal o). 


On a rare occasion the reverse observation 
may be made, namely, there is an increased 
white count and at the same time an almost 
normal sedimentation rate. Wilson(10) in 
an analysis of the case records of 34 con- 
secutive admissions to the Children's Pavilion 
of the New York Hospital observed 7 sub- 
Jects with clinical symptoms of rheumatic 
activity, having a normal sedimentation rate 
in the presence of an increased leukocyte 
count. The following case history exempli- 
fies such an instance. 


The female patient, with a history of Sydenham's 
chorea at the age of 8 and 14 years, developed, when 
31 years old, psychotic manifestations of the de- 
mentia praecox type. There was rheumatic mitral 
stenosis, which was well compensated. 'The pulse 
rate was 85. At one time, when the patient was 
mentally much improved, there was a white blood 
count of 14,800 and a sedimentation rate of 11 (10 
is normal). The temperature at this moment was 
97° F. 


THE DIFFERENTIAL DIAGNOSTIC VALUE OF 
THE WHITE BLoop COUNT AND OF THE 
SEDIMENTATION RATE 


The second question as to the value of the 
white blood count and of the B 


ciates(12) 
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rate in the differential diagnosis of patients 
with rheumatic brain disease from other 
mental cases is more difficult to answer, be- 
cause an accelerated velocity rate and leuko- 
cytosis occur in a variety of psvchotic pa- 
tients. Bowman(11), who made a statistical 
study of the white cell count of oatients on 
admission to the Boston Psychopathic Hospi- 
tal, found the leukocyte count over 10,000 
in 54 percent of the schizophrenic cases and 
in 53 percent of patients with manic-de- 
pressive psychosis. Diethelm and his asso- 
in a series of 200 patients, 
representing consecutive admissions with 
"various emotional states," to the Payne 
Whitney Clinic in New York found that ap- 
proximately one-third of the patients had 
initial white blood counts of ro,coo cells >r 
over. In 34 patients of this group, however, 
some infectious condition was, present such 
as sinusitis, rhinitis, pyelitis, pelvic inflam- 
matory disease, and pulmonary tuberculosis 
which influenced the leukocyte count. In 
Diethelm's study(12) rheumatic heart dis- 
ease was not mentioned among the posdikle 
chronic infections. My own studies on tae 
leukocyte count of various diagnostic groups 
of mental patients revealed a consideratlyv 
lower percentage of white cell counts over 
10,000. In newly admitted schizophreric 
patients 20 percent, and in patients with 
manic-depressive psychosis 21 percent, hac a 
white blood count over 10,900. 

In another of my blood count studies pf 
new admissions, comprising every type pf 
psychosis, the white cell count was over 
10,000 in 22 percent. This compares with 
30 percent in mental patients with rheuma-ic 
brain disease. From a statistical comparison 
of these figures it is obvious that the ce- 
termination of the leukocyte count is of lit-le 
aid in ferreting out patients with rheumaziz 
brain disease from other types of men-al 
illness, among which they may be hiding. 
Neither is Schilling’s differential count of 
much value because a shift of the neutrophiliz 
blood picture to the left has been frequent in 
all types of major psychoses of my case 
material. 

Strikingly, in the Hemne mental pa- 
tients there were no white cell counts over 
15,000 cells, while in the schizophrenic aad 
manic-depressive patients of Bowman(1r) 
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there were 11 and 12 percent respectively. In 
my own material 6.6 percent of schizophrenic 
patients had on admission a white cell count 
over 15,0co. Some of the patients admitted 
to the Payne Whitney Clinic( 12) had leuko- 
cyte counts as high as 18,000. The behavior 
associated with leukocytosis was given as 
panic reaction, depression with agitation, 
excitement with overactivity and elation. 
The white cell count in these cases returned 
to normal levels when the fear subsided. 
Diethelm end his co-workers(12) expressed 
the opinion that the leukocytosis could not be 
explained solely by the emotional factor, 
because there were cases with pronounced 
anxiety in which a persistent low white count 
was present. With this conclusion I concur. 

The question then arises: Is the more sen- 
sitive sedimentation test of some diagnostic 
aid in this problem? Many sedimentation 
studies in mental patients have been carried 
out. Only a few will be mentioned here. 
Stephenson(13), who studied the sedimenta- 
tion rates in various psychoses, found in 
patients with senile and arteriosclerotic psy- 
choses the rates increased in 78 percent. In 
150 schizoohrenic patients with no apparent 
physical illness or infection 60 percent had 
elevated rates of sedimentation. Schottky 
(14) reported normal values in cases of 
schizophrenia even if they showed a tendency 
to progression. In catatonic excitement, 
however, the sedimentation rate was always 
accelerated. In manic-depressive patients 
Schottky (14) observed normal values. Free- 
man(15) studied 47 cases of schizophrenia 
and came zo the conclusion that neither the 
catatonic nor the other types of schizo- 
phrenia showed the abnormal values so fre- 
quently ascribed to them. It is obvious, then, 
that at this stage of uncertainty as to the 
exact status of the velocity rate of the eryth- 
rocytes in mental diseases, the sedimentation 
rate is of no clear-cut value in this particu- 
lar question. 


HisroLocic CORRELATION BETWEEN THE 


SEDIMENTATION RATE AND THE ÅC- ` 


TIVITY OF THE RHEUMATIC PROCESS ON 
THE HEART VALVES AND IN THE CERE- 
BRAL VESSELS 


For this part of the study 4 cases with 
rheumatic ‘brain disease were available. In 


all four instances a most extensive 
tologic examination of the brain, heart, 
remaining organs was possible. In the 
lowing, one of these cases will be describe 
in detail. In the other 3 only summary find- 
ings will be reported. 





CASE I.—H3story.—B. G. N., a female patient and 
former school teacher, at the age of 58, developed 
rather suddenly an abnormal behavior, which neces- 
sitated commitment to an institution. She was the 
mother of 3 children. Until the onset of the psy- 
chosis she had been considered a strong-willed but 
otherwise weli adjusted person. Quite abruptly she 
became unreasonable and suspicious and. threatened 
the life of members of her family. At other times 
she secluded herself in a room. 

On admission to the Central State Hospital, a 
harsh, systolic blow was heard, which was loudest 
in the second right intercostal space (aortic area), 
but which was also present in the mitral and apical 
region. There was a systolic thrill at the base of 
the heart. The pulse was go per minute, Its volume 
was small. On exertion, pulsation of the jugular 
vessels became roticeable. The blood pressure was 
go systolic anc 70 diastolic. The roentgenogram re- 
vealed cardiac enlargement, mostly confined to the 
left side of the heart. The electrocardiogram was 
within the limits of normal. (It is not uncommon 
to have a normal electrocardiogram in the presence 
of organic hear: disease.) A diagnosis of aortic 
and mitral disease, very likely on a rheumatic basis, 
was made, although a positive history of a previous 
rheumatic infection could not be elicited. At no time 
was there any evidence of cardiac decompensation. 

The pupillary reactions were within normal limits, 
and the patellar reflexes were present. 

Mentally, the patient presented the picture of an 
early senile psychosis with a paranoid trend. After 
a few weeks the mental symptoms subsided, and she 
was sent home. Six weeks later she became again 
disturbed and was returned to the hospital in a 
state of overactivity and talkativeness. She believed 
she was unduly held in the hospital and expressed 
ideas of persecution in reference to her sons. The 
memory was good for present and past events. 

After a period of seven months practically all the 
symptoms disappeared, and she returned to her 
family. For six years she led a fairly well adjusted 
life, when she again became talkative and renewed 
her paranoida! activities. The acute behavior dis- 
turbance disappeared again, but this time she re- 
mained in the institution until she died two years 
later at the age of 73 of a pulmonary infarct. 

In the last months of her life her memory was still 
fairly good. She was able to make a simple con- 
versation very much like that of a person of her 
age and social standing. 

The Wassermann reaction of the blood and spinal 
fluid was negative on three occasions. The cell 
count, total protein, and the colloidal gold curve of 
the spinal fluid were normal. In the urine were a 
slight trace of albumin.and an occasional granular 
cast. 
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Fic. r.—Rheumatic disease of aortic valve of many 
years' duration. On the aortic cusps are calcified coarse 
vegetations, Below :s a normal aortic valve for com- 
parison. 3 
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Fic. 2.—Rheumatic brain disease. Area of incomplete softening (acellular area) in 

cerebral cortex. One of the two smal! meningeal vessels, which on this section shows 

only beginning obliteration (arrow), is completely occluded in succeeding sections. 
Toluidin blue stain. : . 
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Ingthe two years prior to her death the sedimen- 
tatifn rate was moderately accelerated, 1.e., the rate 
stafed between 24 and 27. The white blood count 


was never higher than 8,500 with Io percent band 


forms and 4 percent myelocytes. 

T The diagnoses were: psychosis with rheumatic 

“arin disease; subclinical rheumatic fever; rheu- 

matic aortic stenosis and mitral insufficiency. 
Postmortem Observations.—Autopsy confirmed 

the clinical diagnosis of chronic rheumatic disease 


of the aortic and mitral valves (aortic stenosis and 


mitral insufficiency). The mitral valve ring was 
calcified in its entire circumference. On the inner 
and outer surface of the three aortic cusps were 
numerous calcified nodules (Fig. 1). The aortic 
valve had lost entirely its elasticity. In the past the 
gross appearance of such an aortic valve in an 
elderly individual would hav2 suggested an ar- 
teriosclerotic etiology. Due to a better understand- 
ing of the pathologic findings in rheumatism, such 
valves are now considered the result of rheumatic 
fever(16). In addition, there was pericarditis sicca. 
The heart was enlarged, weighing 460 gms. 

Other gross findings were a recent hemorrhagic 
infarct in the left lower lobe of the lungs and pas- 
sive congestion of the liver. 

Under the microscope both the mitral and aortic 
valves divulged rheumatic activity. In particular, 
in the aortic cusps were foci consisting of large 
macrophage-like cells with basophilic cytoplasm 
having assumed the morphology of Aschoff cells. 
There were also large plasma cells, some with two 
nuclei, and lymphocytes. In one out of eight myo- 
cardial tissue blocks one small Aschoff body was 
observed. The Aschoff nodule consisted of about 
twenty mononuclear cells, one of these being in the 
stage of amitotic cell division, and of an equal 
number of lymphocytes. This nodule would possibly 
have escaped notice, if pieces of the heart muscle 
had not been fixed in alcohol and stained with 
toluidin blue. This technique is the same as the 
Nissl method, used for the staining of the brain. It 
intensifies the basophilic properties of the cytoplasm 
of the Aschoff cells, which then can be picked out 
with relative ease. In addition to the isolated 
Aschoff body, individual Aschoff cells were scat- 
tered here and there in the interstitium of the heart 
muscle. In eight myocardial tissue blocks twice 
vessels were observed with recent endarteritis, the 
proliferating intimal cells attracting attention on 
‘account of the reddish cytoplasm. Occasionally, the 
lumen of some of the vessels was compressed by an 
increased amount of old connective tissue about the 
vessels. This is considered by Klinge(17) a char- 
acteristic feature of a rheumatic heart muscle. 

In the adventitia of the aorta one Aschoff body 
was found. The loose connective tissue of the 
entire adventitia appeared to Le in a stage of activa- 
tion, as evidenced by the light-red cytoplasm of the 
connective tissue cells. There were also several 
thick-walled rheumatic-endarteritic vessels in the 
adventitia. 

The brain was grossly normal. There was little 
if any atrophy of the convolutions. The vessels at 
the base as well as the meningeal vessels were en- 
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tirely free of yellow atherosclerotc plaques. Micro- 
scopic examination revealed rheumatic brain dis- 


. ease. There were areas of incomplete softening 


(acellular areas) in a little more than half of the 
tissue blocks, which were removed from the upper 
aspect of the brain (Fig. 2). The acellular areas 
were much less frequent in cortical blocks fram the 
lateral aspect and from the temporal and orbital 
lobes. In the latter regions only one acellular area 
was observed in about every tenth tissue block. 
There were small meningeal (Fig. 3) and cortical 
vessels with rheumatic endarteritis. On serizl sec- 
tions it was observed that the rheumatic-endarteritiz 
occlusion of Fig. 3 extended over only a short 
distance. Then the vessel was entirely free of in- 
timal proliferation. Some of the changes on the 
cerebral vessels were of intermediate age, but others 
were recent and active at the time of death. For 
instance, in one meningeal artery with an active 
endarteritic process, proliferating intimal cells were 
seen growing toward the center of the lumen, er- 
tangling white and red blood cells. Cnce a small 
connective tissue scar was noted in the middle cor- 
tical layers of the frontal lobes. As to the mumber 
of intravascular leukocytes one may sey that, ger- 
erally speaking, there were few white cells in the 
lumen of the cerebral vessels, The basa. gangiia and 
other portions of the brain were free of changes. 

Ín the muscular layer of several large arteries of 
the spleen a few small Aschoff bodies were present. 
There were no rheumatic-endarteritic vessels.. 

In the liver was passive congestion. The histio- 
cytic lining cells of the capillaries revealed no evi- 
dence of stimulation, and immature white blocd cells 
were not present in the lumen of the liver capil- 
laries. 

With the exception of an increased number of 
mature polymorphonuclear leukocytes nothing un- 
usual was observed in the bone marrow. 

In the submucous layer of the gastric wall a thin- 
walled artery with a delicate rheumatic verruca 
was present, consisting of actively proliferating in- 
timal cells (Fig. 4). On one of these cells a mitotic 
figure was ercountered. In the base of che verrucous 
formation there was an accumulaticn of mono- 
nuclear cells and lymphocytes. In cutting the ves- 
sel serially, the verruca was present in eight sections 
only, then disappeared completely, leaving an en- 
tirely normal intima. — 


Comment.—In this patient with no out- 
ward symptoms of rheumatic fever there 
were moderately increased sedimentation 
rates with normal white blood counts in the 
two years prior to death. The clinical diaz- 
noses of rheumatic brain and heart disease 
and subclinical rheumatic fever were veri- 
fied by histologic examination, bringing to 
light old and recent rheumatic changes in 
the brain and activity in the tissue of the 
heart valves. Aschoff bodies in the myo- 
cardium, in the adventitia of the aorta, and 
in the muscular layer of splenic vessels 


- with these cells. 
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were evidence of the presence of subclinical 
rheumatic fever. An intimal verruca in a 
vessel oi an abdominal organ was observed 
in the active stage of formation, present- 
ing further proof that the rheumatic infec- 
tion in this individual was still or again active, 
although the initial infection must have 
taken place many years ago. 


Case 2—0. T., male, aged 60. Psychosis with 
rheumatic brain disease and subclinical rheumatic 
fever, presenting the mental picture of a pre-senile 
psychosis. There was ‘rheumatic aortic stenosis. 
Six months prior to death, when the patient was 
otherwise in good physical health, the sedimenta- 
tion rate was 22, and the white blood count was 
10,550 cells. 

Postmortem. Observations—-On the aortic cusps, 
which were studded with large roughened nodules 
. and calcified vegetations, there was recent activity 


as shown by microscopic examination. In the tissue ~ 


of the aortic valve were areas with large numbers 
.of lymphocytes, plasma cells, macrophages laden 
with yellow pigment, and multinucleated Aschoff 
cells, some of the latter having assümed the char- 
acteristics of giant cells with 6 to 8 to to nuclei. 
Along the closing border was a narrow rim of fibrin 
into which young fibroblasts were growing. In the 
mitral valve were only slight quiescent rheumatic 
lesions consisting of obliterated blood vessels. In 
the myocardium an occasional Aschoff body with 
large basophilic cells in the stage of mitotic’ cell 
division pointed toward activity of the rheumatic 
process. 

There was rheumatic encephalopathy with a 
moderate number of areas of incomplete softening 
(acellular areas) in the cortex. In the brain, recent 
activity of the rheumatic process was manifested by 
the presence of a small meningeal! artery with a pro- 
liferating intimal cell in the stage of amitotic cell 
division. 

In the spleen, several blood vessels were ob- 
literated by old acellular connective tissue. In 
,Other spleniz vessels were actively proliferating 
endothelial cells" In one instance the intimal pro- 
liferation took place adjacent to a small area of 
fibrin, which was lying against the vessel wall. 


CASE 3.—7 
rheutnatic brain disease and subclinical rheumatic 
fever; with the symptomatology of rheumatic epi- 
_lepsy(3). The cardiac diagnosis was rheumatic 
mitral insufficiency. On the last re-admission, the 
sedimentation rate was 13 and the white blood 
count was 9.300. Three months before her death, 
in the absence of any physical illness, the sedi- 
mentation raze had accelerated to 22 and the white 
blood count had increased to 13,100. 

Postmortem Observations—There was chronic 
rheumatic valvulitis of the mitral valve with histo- 
logic signs of recent activity. Along the closing 
border were areas with young fibroblasts. A few 
polymorphonuclear leukocytes were intermingled 
In these regions small amounts of 


" { à 
fibrin were noted. In other areas of the 


. G., female, aged 47. Psychosis with ` 
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itral 
valve, lymphocytes were scattered in a loose fashion 
throughout the valvular tissue. Deep in the tiXgue 
of the mitral valve a grotip of large basophi 
mononuclear cells was observed, which was inter- 
preted as an Aschoff body. In the heart muscle an 
occasional Aschoff nodule, some of these being J 
the stage of regression, were found in approxi- 
mately one hal? of the tissue blocks. There were 
several myocardial vessels with old and one with 
fairly recent endarteritis. 

There was chronic rheumatic brain disease with 
old endarteritic changes of the small cortical and 
meningeal vessels. The obliterated small vessels 
had produced numerous areas of incomplete soften- 
ing (acellular areas) in the grey matter. 'There 
was no evidence of recent rheumatic vascular dis- 
ease in the brain. In the lumen of the vessels of 
the brain and internal organs the number of white 
cells was about 'normal. 







CASE 4.—T. O., male, aged 46 years at the onset 
of the psychosis: Death at age of 86. Psychosis 
with rheumatic brain disease and subclinical rheu- 
matic fever. During forty years the patient had 
periodic psychotic attacks during which he was 
suspicious, threatening and depressed. At times he 
refused food for fear of being poisoned. In spite of 
this severe maladjustment he was able to live most 
of the time outside of an institution. Six months 
prior to death, while he was in good physical health, 
the sedimentation rate was 28 and the white blood 
count was 6,200. 

Postmortem Observations.—On the mitral valve 
were old fibrosed vegetations and signs of mild 
recent activity with fibrin along the closing border 
which was in the stage of organization by young 
fibroblasts. In two out of thirteen myocardial blocks 
there were rudimentary Aschoff nodules, consist- 
ing of 8 to 10 and more Aschoff cells. In the peri- 
cardium was slight lymphocytic infiltration. 

In the brain was rheumatic disease with .acel- 
lular areas (incomplete infarctions) and rheumatic 
obliterating endarteritis of small meningeal vessels 
of many years’ ‘duration. There was no recent 
rheumatic activity in the cerebral vessels. In the 
kidneys a mitotic figure on a proliferating intimal 
cell of a small artery was observed. 


| 
DISCUSSION 


The correlation of increased sedimenta- 
tion rates with histologic studies in 4 pa- 
tients with rheumatic brain and heart disease 
disclosed rheumatic activity on the heart 
valves and sometimes in the vessels of thé 
brain and of other organs in every one of 
these patients. The sedimentation rate in 
these individuals had shown a slightly or 
moderately increased acceleration of the 
erythrocytes.: On the other hand, the white 
blood count which.was studied simultaneously 
had, with one’ exception, remained .below 
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10,000 white cells. From the results of this 
study one can conclude that the sedimenta- 
tion rate in mental patients with rheumatic 
-þin disease is a sensitive index of activity 


"of the rheumatic infection. Rheumatic fever 


w 


cannot be considered extinguished until the 
Sedimentation index has returned to and re- 
mained normal. However, one should always 
keep in mind that occasionally rheumatic 
fever may be active in the presence of a nor- 
mal sedimentation rate(10). 

Of the three indices of activity: fever, 
leukocytosis, and sedimentation rate, fever 
is possibly the least reliable guide as pa- 
tients with active infection may have normal 
temperature. The same may be said of the 
leukocyte count(18, 19). Ernstene(18) ob- 
served during the acute phase of rheumatic 
fever the leukocyte count to return to a level 
below 9,000 within a few days to two 
weeks after the subsidence of fever and poly- 
arthritis. At that time the infection is ob- 
viously still present, yet the leukocyte count 
has already ceased to be an :ndex of activity. 
It should be pointed out here that even dur- 
ing the active polyarthritic phase of rheu- 
matic fever the leukocytosis is usually not 
very high, ranging as an average from 
13,000 to 17,000. The sedimentation test, 
on the other hand, is of definite value in de- 
tecting the presence of active rheumatic 
fever, which otherwise might escape notice, 
in individuals who show no outward signs 
of rheumatic fever, but who are suffering 
from what is termed subclinical rheumatic 
fever. The possible existerce of subclinical 
rheumatic fever may be suspected in every 
individual in the presence of rheumatic heart 
disease. 

The sedimentation rate determination is a 
test of nonspecific character and its aid is of 
minor significance in differentiating patients 
with rheumatic encephalopathy from other 
mental patients, because increased sedimenta- 
tion rates have been observed in the various 
diagnostic groups(I3, 14), under which a 
patient with rheumatic encephalopathy may 
masquerade. 

The psychotic manifestations of a patient 
with rheumatic brain disease may resemble 
any psychosis. If the involvement of the 
brain occurs in a younger individual, a men- 
tal picture suggesting dementia præcox may 
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 result(4). 
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If subclinical rheumatic fever 
involves the brain in more advanced life, psy- 
chiatric syndromes such as involutional or 
senile psychoses may be imitated. Severe 
depressions have been observed as the re- 
sult of rheumatic brain disease. Behavior 
disorders in children following rheumatic 
chorea are not an uncommon sequel and 
point to the persistence of the rheumatic 
infection. 


SUMMARY AND CONCLUSIONS 


I. In mental patients with rheumatic 
brain disease the sedimentation rate was 
slightly or moderately increased in 85.7 per- 
cent. The white blood count was over 10,000 
cells in 30 percent of such cases, empha- 
sizing that the sedimentation rate is a more 
sensitive index of activity of the infection in 
subclinical rheumatic fever than the leukocyte 
count. 7 

2. In 4 patients with rheumatic enceph- 
alopathy, who had increased sedimentation 
rates, a correlative histologic study disclosed 
rheumatic activity on the heart valves and 
in the vascular system of the brain, kidneys, 
spleen, etc. 

3. Greater familiarity with the existence 
of subclinical rheumatic fever in apparently 
physically healthy mental patients, in the 
presence of rheumatic heart disease, will 
bring nearer the time, when this group of 
patients, in whom rheumatic fever has af- 
fected both the heart and the brain, will be 
accurately recognized. 

4. The sedimentation rate is of little value 
in contributing to the differentiation of pa- 
tients with rheumatic encephalopathy from 
other mental cases. i 
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THE THERAPEUTIC USE OF PROLONGED SODIUM AMYTAL 


NARCOSIS* 


THOS. J. HELDT, M. D., Detroit, Mics. 


.The first use of prolonged sleep induced 
by soporific concoctions lies somewhere in 
antiquity. In more modern times, the use of 
ether by Long (1842) and Morton (1846) 
gave narcosis-producing drugs a utility 
hitherto unrecognized. Under the impetus 
of the speculative interest thus aroused, this 
type of drug found early application in the 
treatment of the psychoses. Griesinger(1) 
in 1861: remarked: 


High expectations were formed of ether and 
chloroform when anesthesia was first discovered; 
and certainly complete and rapid recovery has oc- 
curred in several cases of recent active melancholia. 
But numerous observations have shown that fre- 
quently (although not invariabiv) a temporary re- 
mission of the melancholia and mania, sometimes 
a complete lucid interval, follows the awakening 
from the narcotic effects of chloroform; soon after- 
ward, however, the morbid symptoms returned, and 
with each inhalation the remissions gradually 
shorten until they can no longer be obtained. 


By 1900 more than 40 sleep-producing 
drugs had been used to produce prolonged 
narcosis. Neil Macleod(2) at that time used 
sodium bromide in his "bromide sleep" 
which he characterized as "A New De- 
parture in the Treatment of Acute Mania." 
It is judged that Macleod in meeting the ne- 


cessity of caring for his patients in their. 


homes in Shanghai, China, really induced a 
therapeutic bromide intoxication. somewhat 
akin to the drug intoxication here under 
review. He does not speak of his patients 
experiencing a delirium. Some of their 
recorded reactions, however, are very 
suggestive of such behavior. Ragg(3) is dis- 
inclined to credit Macleod with the innova- 
tion of: “A New Departure in the Treat- 
ment of Acute Mania,” and refers to Clous- 
ton as having used “bromide” in a similar 
manner. On personal review of the adminis- 
trations of bromide by Clouston we do not 
believe them comparable to the method out- 


1 Read at the 102nd annual meeting of The Ameri- 


can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 

From the Division of Neuropsychiatry, Depart- 
ment of medicine, Henry Ford Hospital, Detroit 2, 
Michigan. 


lined by Macleod. Clouston’s experience is 
summed up in the following statement: “T 
have used the bromides alone in acute mania 
extensively and experimentally. In small 
doses it seems to have no effect. In vety | 
large and continuous doses, say a drachm 
every three hours continued zor many days, 
it will cause bromism, and quiet the patent, 
but when its influence is over he becomes as 
bad as ever. I have never seen any medicine 
where the maniacal excitement and the 
physiological brain-torpor of the drug seemed 
so visibly to fight for the mastery.” A little 
later came trional(4), veronal(4), somrifen 
(5), chloral(6), dial(7), pantopon, adalin, © 
sodium luminal, avertin, and many others. 
Loevenhart(8), Lorenz(9), and Bleckwenn 
(10) made noteworthy contributions. In 
1925 Wright(1r) apparently without knowl- 
edge of the work of Macleod, but stimulated 
by the suggestions of Ulrich(12), reported 
his “Results Obtained by the Intensive Use 
of Bromides in Functional Psychoses." His 
“|... plan of bromide intoxication," al- 
though less heroic than thet of Macleod 
yielded encouraging results. Lindemann 
(13) in 1931, in evaluating the studies of 
Lorenz and Bleckwenn found that small 
doses of sodium amytal given intravenously 
produced “. . . . a mild euphoria and a re- 
lease in inhibitions and reserves in both »sy- 
chotic patients and normal individuals.” In 
1932 Palmer and Paine(14) reported their 
use of sodium amytal in prolonged narcosis 
in the psychoses. In 1937 Palmer and Brace- 
land reported: “Six Years Experience with 
Narcosis Therapy in Psychiatry. Sodium 
amytal was the drug again favored by them. 
Narcoanalysis was brought into use by Hors- 
ley (16) in 1936, by which term he sought to 
imply a combination of narcosis and psycho- 
therapy. In 1941, Gottlieb and Hope(17) 
used sodium amytal intravenously to evalu- 
ate prognosis in schizophrenia. In the set- 
tings of war, Grinker and Spiegel(18) in 
1944 introduced the term, narcosynthesis; 
which procedure is now frequently supple- 
mented by hypnotism(19). 
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The purpose of this study, which has been 
carried on since February of 1938, has been 
the finding of an efficient less time con- 
suming method of therapy for the borderline 
personality disorders. Knowing that in the 
excitemert stage of etherization, of alco- 
holic intoxication, and in the verbalizations 
of the various deliria, there is a dramatic 
loosening of inhibitions and often an unveil- 
ing of painful repressions, it was judged 
profitable therapeutically to formulate a 
method by which such exposition might be 
made to the advantage of the patient. How- 
ever helpful the partial and full narcosis 
phases of the therapy are, it is specifically the 
production of a constructively expressive de- 
lirium which is the main object of the pro- 
cedure. Awareness that the creation of an 
artificial state of delirium is not without 
some risk is freely admitted. Nevertheless, 
emboldened by the literally shocking, and to 
some extent destructive techniques of in- 
sulin comas, metrazol convulsions, electro- 
shock, ard prefrontal leucotomy to obtain 
constructive end-results, the deliberate use 
of a delirifacient drug was undertaken. Of 
the several drugs available sodium amytal 
was chosen. ~ 


THE PATIENT 


In this study, only patients falling in the 
general classification of borderline condi- 
tions have been selected. The following con- 
ditions heve been considered appropriate for 
selection: Various neurotic manifestations, 
exaggerations, fixations, and eccentricities ; 
psychoneuroses; neuroses of war; reactive 
mental depressions; certain involutional and 
senility reactions ; incipient manic-depressive 
reactions; and early schizophrenic behavior. 
These groupings include most of the selec- 
tions made, yet not all in these groups are 
chosen, ror are they judged to be eligible. 
Occasionally the method has been applied to 
psychotic patients, but in such cases it is 
usually supplemented or followed by electro- 
shock or insulin therapy. 

The selected patients may be of either sex 
and of any age. The youngest patient treated 
was I4 years, the eldest 74. Contraindica- 
tions are serious cardiac disease, pulmonary 
disease, impaired renal or liver function, and 
blood dyscrasias. 
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Prior to therapy, the patient must consent 
and next of kin must give written permis- 
sion for the procedure. Before treatment 
also. the somatic status of the patient is thor- 
oughly evaluated—blood Wassermann, com- 
plete blood count, urinalysis, nonprotein 
nitrogen, blood sugar, and stool analysis are 
routine. Basal metabolism determination, 
glucose tolerance and phosphorus deter- 
minations, electrocardiography, and electro- 
encephalograohy are done only on indica- 
tion for differentiation or reassurance 
purposes. just prior to treatment, the 
eliminative functions of the patient, state of 
hydration, and temperature are thoroughly 
checked. 


THE METHOD 


A patient carefully selected, both so- 
matically and psychically, is the EE So- 
dium amytal is available in 33 grain, 7L 
grain, and 154 grain ampoules. A 25% solu- 
tion in distilled water is administered intra- 
venously at the rate of 1 to 2 cc. per minute. 
The initial dose is either a 33 grain or a 74 
grain dose, and is usually administered on 
the evening before the full course of treat- 
ment is to be instituted. Only next of kin 
are permitted to visit the patient, and these 
visitors may see the patient only when he 
is thoroughly narcotized, or during a 12 to 
24 hour interval immediately following ces- 
sation of drug administration. The drug 
is usually given intravenously, but may be 
supplemented by 3, 6, or 9 grain doses by 
mouth in the course of the treatment, espe- 
cially if intravenous medication should be 
difficult. Occasionally the drug is adminis- 
tered intramuscularly and rectally. The 
patient is usually kept asleep from 12 to 20 
hours out of the 24. During the time that he 
is awake, frequently he is somnolent and 
lethargic, but the aim is to have him peri- 
odically sufficiently awake to take liquid 
nourishment and to attend to eliminative 
functions. The usual period of narcosis is 
from 5 to 12 days, occasionally a few days 
longer. 

Ingestion of solid foods is judged unwise 
during the period of narcosis. Fluid intake 
is highly important and throughout the days 
of narcosis is always kept between 3,000 
and 3,500 cc. in 24 hours. | 
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The goal of therapy is a toxic drug de- 
lirium in which the patient will not only talk 
freely, but also will act out and actually 
abreact some of the painful repressions 
which have been previously inaccessible. Im- 
mediately it is found advisable to discon- 
tinue the drug, fluids may be reduced to 
2,000 cc. or 1,500 cc. per day in order to 
stimulate the onset of delirium. Occasionally 
such delirium is initiated by a convulsion. 
None of our patients has experienced more 
than 4 such convulsions during treatment. 
General tremulousness, photophobia, a stag- 
gering gait, and thick hesitating speech are 
frequently present. After the delirium is in 
full swing, fluids are usually increased to the 
original 3,000 to 3,500 cc. per day. 

Toxicity is not always easy to recognize. 
Prior to the toxic stage, the patient has been 
carried along on doses of sodium amytal, 
varying generally from 7$ to 154 as a rule, 
but occasionally as high as 20 or 22 grains 
per dose. The effects of the first doses of 
amytal are very carefully evaluated, especially 
regarding the blood pressure. It is usually 
during these earlier doses of sodium amytal 
that a serious fall in blood pressure occurs. 
After several doses the blood pressure seems 
to stabilize as the patient becomes somewhat 
tolerant of the drug. Any one intravenous 
dose after the patient has had his first dose 
of adjustment is usually carried to the point 
where the corneal reflexes disappear, and 
occasionally from 4 to x grain is added be- 
yond that point. On the earlier administra- 
tions of the drug, the patient will sleep as a 
rule from 4 to 1o hours, occasionally longer. 
Later, the number of hours of narcosis ob- 
tained after an individual dose gradually be- 
comes less. This fact has been looked upon 
as a reasonably reliable indication of grow- 
ing toxicity. The patient who first sleeps 
some 4 to ro hours on an individual 154 
grain dose will sleep no longer than 3 to 4 
hours, and if the patient aas been under 
more or less continuous narcosis from 4 to 
8 days, then very careful attention is paid 
to spacing three 154 grain doses so that they 
can be studied very carefully as to the ac- 
tual length of time the patient sleeps after 
each dose. If the period of sleep after each 
of three such successive doses is consistently 
less than 3 hours, it can be reasonably con- 
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cluded that the patient has reached a stage 
of toxicity which will result in a therapeutic 
delirium within 2 or 3 days after the abrupt 
cessation of further administration of the 
drug. Iu 

The supervising psychiatrist should have 
frequent contact with the patient, and should 
constantly be on the lookout for signs of 
toxicity. Impairment of motor function seen 
in faulty co-ordination, staggering and in- 
security of position generally, thick halting 
speech, occasional photophobia, and com- 
plaint of blurring of vision are usually sug- 
gestive of some degree of toxicity. The 
psychic manifestations of toxicity defy ade- 
quate description. Often the stream of talk 
and the content of thought, as directly ob- 
served by the psychiatrist, or as recorded in 
the nurses’ notes, are very helpful, and the 
presence of a tendency to relevancy in the 
patient's remarks for several moments to be 
followed by irrelevancy are psychic indica- 
tions suggestive of toxic modification. 

Should the patient become incontinent of 
urine, or experience retention necessitating 
catheterization, toxicity must be considered. 
Occasionaly, however, a patient will ex- 
perience these impairments during the sec- 
ond or third éay of the narcosis, and even in 
the absence of otherwise excessive reaction 
to the drug. All in all, with very watchful 
observation, toxicity and the appropriate 
time for the discontinuance of the drug can 
be determined in trustworthy manner. If, as 
previously stated, it is judged that the opti- 
mum time was not reached, then a reduction 
of fluids frequently still will bring about the 
therapeutic delirium desired. 

With our changing professional personnel, 
we nevertheless obtained about 50% thera- 
peutic deliria in our patients. Were it pos- 
sible in a general hospital to have the same 
professional team carry through the full 
therapy in each case, it is believed that a per- 
centage of 75 could be reached. If in the 
sodium amytalnarcosis therapy, a therapeutic 
delirium is not obtained, there is, neverthe- 
less much benefit derived by the patient. 
This is seen in his spontaneous readjust- 
ments to hospital environment and also in 
the discussion of his problem. He is much 
more accessible to analytic questions, and 
repressed material is more readily obtained. 
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The complete dissolution of the patient’s con- 
scious resistance during the narcotic hours 
seems to be highly beneficial. Nearly always 
he welcomes further inquiry and discussion, 
and his attitudes are more readily re-shaped. 
Psychiatric determinants previously unob- 
tainable frequently come to the fore, espe- 
cially if the psychiatrist will appropriately 
utilize the patient's utterances to well placed 
questions during his semi-conscious periods. 

Reference also should be made to the fact 
that during the earlier doses of sodium 
amytal the administration may be so planned 
that analytic interrogation can be carried out 
as successfully as under sodium pentothal. 
The narcosis stage, however, is different 
from this earlier amytalization. 


THE DELIRIUM 


If corzect estimations have been made and 
if administrations of the drug are abruptly 
stopped some time between the sixth and the 
twelfth day, the therapeutic delirium is 
usually experienced from 48 hours to 3 days 
after cessation of the drug. Occasionally 
delirium will set in 4, 5, or 6 days after the 
drug has been stopped, and rarely as long as 
7 or 8 days. The delirium lasts as a rule 
from 3 to 6 days, occasionally only 2 days; 
again, it may last as long as 10 days, rarely 
longer than 2 weeks. It is judged that when 
the reactions ascribed to the delirium extend 
beyond z weeks, it is more a matter of slow 
remobilization of the patient’s personality 
reactions than a protracted drug toxicity. 
Opportunity for psychotherapy, analytic and 
synthetic, has its place during the delirium 
and reassembling of personal behavior and 
attitudes, as well as during the period of 
amytalization and the period after the pa- 
tient has fully recovered from the adminis- 
trations outlined. It is judged that the psy- 
chiatric results obtained are always con- 
structive and helpful, although not always as 
spectacularly evident in some cases as in 
others. There is amnesia for experiences 
while narcotized, but only partially, and 
sometimes not at all, for behavior in de- 
lirium. 

The data obtainable during the therapeutic 
delirium vary with each patient, being often 
very colorful, and many times bringing out 
material of which the patient was previously 


quite unaware. Much of the conduct of the 
patient in the delirium is a frank acting out, 
or abreaction, of repressed desires and 
earlier experiences. This.can be made clear 
best by a brief case review. 


P. A.—This maiden lady of 46 first made contact 
with the hospital ro years ago. -At.that time her 
principal complaint was gastro-intestinal, and re- 
view by the gastro-enterologist disclosed malnutri- 
tion, hypothyroidism, secondary anemia; chronic 
irritable colon, and a very definite "functional nerv- 
ous disturbance." The physical findings were essen- 
tially negative, except for the signs and symptoms 
common to tke conditions named. The patient did 
not return to the hospital for further attention until 
April 1944, complaining then of pruritus perinei and 
eczematous lesions in the axillae. Following review 
by several physicians and clinics, thee referring 
physician in Minneapólis diagnosed neutódermatitis 
complicated by a deeply ingrained psychoneurosis. 

The parents had separated during the early child- 
hood of the patient. This necessitated care in an 
orphanage fora year or two. She was then reared 
by her materral grandparents with whom she lived 
to the age of 27. Both her childhood and her 
early womanhood were decidedly unhappy. Her 
mother was always hostile toward her, and needed 
her only when in trouble. The mother remarried, 
but this did not improve matters. The patient was 
much closer to her father who never remarried. 
Frequently she took trips with him: She felt highly 
secure in her relationships with him. She had one 
married sister and her parents were both living at 
the time her therapy was undertaken. She came 
under our care in May, 1944, and after preliminary 
studies, sodium,amytal narcosis therapy was selected 
as the treatment of choice. It was carried through 
between July 2 and 10 of that year. 

She was admitted to the hospital on May 20, 1944 
and during the 34 days preceding narcosis, a wel! 
qualified psychiatrist questioned her on 7 differen! 
occasions during the intravenous administration oi 
74 grains of sodium amytal. Although a few sig- 
nificant orienting phrases were obtained, no im- 
portant repressions were elicited. 

During the 7 days of prolonged narcosis, the at- 
tending nurses recorded many of the spontaneous 
remarks of the patient during her semi-consciou: 
periods. On the fifth day:. "I don't like women 
they're so catiy—the men, I like them, (pause) ] 
like to talk to them.” Later,—is crying because she 
feels she skould have been promoted to the heac 
of her department .... she does a lot of talking 
and worrying about her family. During the morn 
ing of the sixth day: "Have our boys reached Pari: 
yet? .. . " Crying because people used to tell he: 
that her buck teeth made her'so she wasn't pretty 

... wants to know if her daddy went home. A 
5:00 p.m. on rousing: "This is a different room 
.... Is there:a new baby out there? —My mothe: 
didnt want me. .... Why can’t daddy come t 
see’ me—He never bothers me—Mother doe 
sometimes, but daddy doesn't—I can't blame mothe: 
for her condit:on—that’s how she became when sh: 
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lost her baby. .. . . I didn't marry 'cause nobody 
wanted me." About four o'clock in the morning of 
the seventh day of her narcosis, she remarked: “I 
thought I could see such horrible things before my 
eyes—then I see beautiful things—colors—I don't 
know whether I should enjoy them. You told me 
that's imagination. O, what a horrible long night 
Im having. I don't think this is worth it" The 


drug was discontinued at 12:30 p.m. on this day— - 


7/10/44. 

During the interval from the discontinuance of 
the drug to the beginning of the toxic delirium 
(12:30 p.m. 7/10 to 3:00 p.m. 7/13), the pa- 
tient's conduct was not especially unusual. Some of 
her reactions and remarks, however, are worthy of 
record. At 9:00 p.m. July rz after a visit from 
her physician, she righted the pictures on the walls 
of her room. She had turned them face to the wall 
on June 27 while "peeved" at one of her attending 
nurses. During the afternoon of July 12 she sham- 
pooed her hair—"because it smells. Nurses re- 
corded: The patient is in very good spirits. At 
7 o'clock that evening .the patient remarked: “I 
feel so good today,” and an hour later it is again 
recorded: “I feel so good It ‘has been so long 
since I felt good.” At 10 o'clock the nurse notes 
‘that the patient did not’ remember having been 
visited by her attending physician that day, al- 
though he did see her at 10:30 that morning. In 
her note of 3:00 a.m. 7/13, the nurse writes: She 
. thinks that the glands in her body are now in- 
creasing in size, and that they are now Io years 
younger—which means she still could have a big 
family. During this interval (7/10 to 7/13), the 
nurses repeatedly record that the patient is tremu- 
lous, “shaky,” and complains frequently of hyper- 
acousis,— all noises seem magnified and amplified.” 

Shortly after visited by her attending physician at 
2.30 p.m. (7/13), at which time the patient seemed 
to be moderately well in contact with her environ- 
ment, she hastily came out of her room, went to 
the nurse, and decided she had better give zway 
her jewelry, and wanted: “A priest to come at 
.once and give me the last rites. I won't be here 


long. When it gets dark that is the time. The 


doctor gave it away that I’m going out. See my 
eyes and my arms, I'm so dehydrated." Slept 3 
hours 7.00 to 10.00 p.m., but later that night was 
very busy, was talkative and restless. The next 
morning at II o'clock she was dressed, including 
coat and hat, and was attending “Billy’s birthday” 
(a nephew). At 12.30 p.m. she was very much 
occupied with “two tons of moth balls." The nurse 
persuaded her to rest on her bed. At 2.30, however, 
when seen by her physician, the scene had changed 
again. As he came to the open door of her room, 
he found her standing by the window looking 
anxiously over the hospital grounds to a busy 


thoroughfare. .She stood immaculate and still, hair 


in faultless coiffure, equally faultless cosmetic 
touches to face and hands, dressed in a gown of 
cerulean blue with dainty slippers of the same color. 
The physician approached and addressed her in a 
low voice: (Waiting?) Radiantly she quickly 
turned, and announced: “Yes, today is my wedding 
day. See?" Then she proceeded to show her physi- 
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cian about the room calling attention to certain 
feminine touches she had made. (And who is the 
lucky man?) “George—he should be here now." 
After reviewing her expectations and learning the 
identity of George, the physician withdrew. On in- 
quiry as to status of the patient that night, the 
nurse reported: She's lying quietly in bed now, 
says she is dying. 

At 7 o'clock the next morning (7/15) the nurse 
recorded: Voided in bed. At 10.00 a. m.: The pa- 
tient remarked: “They should get $3,000 from their 
grandmother.” At 1.30 p.m.: The patient tore up 
her bedclothes to make a proper costume because 
she is an opera singer and must dress accordingly. 
At 2.45 p. m.: Is talking tn a natural tone of voice 
about wearing navy blue to a press conference. 
Later, she is selling babies to imaginary people in 
the balcony. At 3.00 p. m.: Talked about Americans 
eating babies for dinner. 

When seen at 7.00 p.m. by her physician, she 
was lying quietly in bed, and on seeing him, moved 
cautiously and maternally. Remarked with a gentle 
touch about herself here and there: “These babies.” 
(Babies?) “Yes, I have dozens of them." Then, 
with devotion in her eyes, she gave endearing pats 
to this one and to that one. In this obvious ecstasy 
of contentment, the physician took his leave. At 
one o'clock in the morning of the following day 
(7/16), the attending nurse records: Patient in 
bath room washing her breasts, and saying: "My, 
these babies are messy." At 8.30 that morning, the 
nurse writes: Says, "I've been dead for rọ days. 
God is love, but, if I am dead, way don't I die? I 
cannot die. There is so much work to do, babies to 
take care of—lovely babies . . . ." At ro o'clock of 
the next day (7/17), the patient was found crying. 
Remarked: "All my nighties are dirty . . . . and 
no one comes to see me and to take them home." 
Except for reference to the continued maternal 
reactions of the patient, the nurse makes no further 


-significant record until 12.30 p.m. of July 18: In- 


voluntary stool and urine in bed (probably in par- 
turient effort or in final disgust). Eight o'clock 
of the morning of July 19 found the patient very 
cooperative and helpful to her attending nurses. At 
3.00 p. m., the attending physician left an order that 
the patient might walk about at will on the open 
air porch of her hospital floor. At 7 o'clock the 
next morning (7/20), the patient announced: "I've 
slept so well.” Two hours later found her reading 
the newspaper and 2 hours later still she was sewing 
and knitting. At 5.00 p.m. the nurse recorded: A 
good day. Seems in very gocd spirits. Eight 
o'clock the following morning (7/21) found her 
planning her convalescent vacation with a sister and 
nephews. At rr oclock.during the forenoon nurse 
writes: Patient is very happy to have heard from 
George, and that he has been promoted in his firm. 
At 9.00 p.m. the nurse notes: The patient says: 
"Ive just begun to realize that there's nothing to 
live for—no one to care about me.” Says that she 
has been through the stage of imagining that people 
like and care for her. The next 2 days were not un- 
usual. The patient continued to plan for her conva- 
lescent vacation. July 24 found her behavior well 
within average limitations, appeared thoroughly ef- 
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fective in her personality expressions, and during 
the afterr:oon expressed happiness over a long dis- 
tance call from George. It was judged that patient 
had reintegrated her personality reactions effec- 
tively and well. 

Convalescently, the patient spend a helpful vaca- 
tion with her sister and nephews in St. Paul. She 
returned to her former positioh in October of 1944. 
She made 3 out-patient visits in 1944 and 3 in 
1945. On each occasion, it is recorded that the 
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CHART 1.—Treatment chart. 


Patient had received a number of intravenous 
doses of sodium amytal during the days preceding 
her intensive therapy, hence the usual test dose on 
the evening before initiating the treatment was con- 
sidered unnecessary. 


patient was holding her gains and carrying on 
adequately. 

On a recent visit at our request, it was judged 
that her present personality behavior is thoroughly 
within the average. She admits of no complaints 
except an occasional headache, and on direct ques- 
tioning will admit occasional irritation of perineum. 
. "But, really Doctor, I think I'm doing quite well, 
and I hope you think so when you remember that 
my father died last December and my only sister 
died two weeks before that—I did have to take 
two weeks off at the time of my father's death." 
The patient is still a maiden lady, and we strongly 
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suspect that George continues to.hold a place in 
her matrimonial aspirations, despite a proposal 
long overdue. 

Application cf the medicinal fraction of the ther- 
apy and the somatic reactions of the patient may be 
read, in part at least, from the following charts: 

First, in the treatment chart, may be noted the 
administrations of the drug throughout July 3 to 9, 
inclusive. Aii the doses were given intravenously 
and the time of day i is plotted. In the lower part of 
the chart the total in grains for 24 hours is recorded 
in graph form. 
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CHART 2.—Sleep chart. 


The 24 hours:represented on sleep chart are ar-- 
ranged as follows: The first hour of sleep begins 
at 10.00 p.m. Accordingly, "night" for the patient 
extends from 10.00 p.m. of one day to 8.00 a.m. 
of the following ae: “Day” from 8.00 a. m. to 10.00 
p.m. 


Secondly, observe in the sleep -chart thet each 
hour of the 24 is accounted for, and that the “night” 
hours are plotted in solid black, one square to the 
hour. Sleep during the “day” hours is charted a 
dot to a square for one full hour and diagonal line 
across the square for a half hour. Note also that 
the patient did not sleep at all on July 10 and 11 and 
only one hour, 33 hours, and one hour on July 12, 
13, and 14. 

‘Thirdly, the composite chart ios temperature 
and pulse; weight, 106 pounds on July 2 and 104 on 
July 18; and food intake as judged on portion of 
trays cleared. One square represents one quarter 
of food served per day. For 4 days, July 5 to 8, 
inclusive, only fluids were allowed, and are recorded 
in cubic centimeters. 
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CHART 3.—Composite chart. 


THE FAILURES | 


Failure to obtain the desired therapeutic 
delirium and most of the undesirable reac- 
tiohs on the part of the patient which now 
. and then are encountered are judged to be 
due more to mismanagement of the ireat- 


ment setting of the patient and the faulty 
applications of the method than to imperfec- ` 


tions of the technique itself. Patients not 


experiencing a therapeutic delirium are - 


schooled to be satisfied with the results ob- 
] 2 


method include: 


tained for the time being. Occasionally there 
is opportunity for a second period of nar- 


„cosis therapy at a later carefully selected 


time. Rarely has recourse been taken to a 
third course of treatment. 

Some of the difficulties encountered in this 
Too rapid administration ` 
of the sodium amytal with a precipitate drcp 
in blood pressure, occasionally an arrest of 
respiration to the point where artificial 
respiration is necessary. Stimulants of choice 
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have been adrenalin, sodium caffein ben- 
zoate, and coramine. Impaired respiration 
due to mandibular relaxation and “swallow- 
ing of tongue” has occurred only rarely. 
Aspiration bronchitis, pneumonitis, or pneu- 
monia following nausea and vomiting dur- 
ing treatment has occurred a number of 
'" times witaout fatal results, but with the 
deduction that administration of the drug 
had been untimely or some other omission 
had been made inadvertently. 


RESULTS 


As stated before, it is judged that all pa- 
tients to whom the sodium amytal narcosis 
has been administered have profited thera- 
peutically, some more than others. On re- 
viewing our more than 200 cases, it may be 
reliably stated that about 80% of the pa- 
tients have benefited by the therapy to a point 
where they personally recognized their im- 
provement, not only 2 weeks after the con- 
clusion of the treatment, but also as long as 
18 months to 7 years later. Of the other 
20% it mzy be said that the treatment was 
incomplete, should have been repeated, or a 
poor selection of patient had been made. It 
is not claimed that the therapeutic delirium 
induced bv prolonged sodium amytal nar- 
cosis or the narcosis is in itself curative, any 
more then insulin hypoglycemia and the 
shock therapies are of themselves curative. 
They are, however, highly ancillary to the 
psychotherapy and the directive manage- 
ment of the patient. 


DrisCUSSION 


The precise reason why sodium amytal 
produces the narcosis that it does in the 
manner that it does and the way in which the 
delirium follows are still controversial mat- 
ters. The various theories of sleep and its 


induction by drugs come in for consideration. 


„Some probably would adhere to the semi- 
coagulation theory of Claude Bernard. 
Others might prefer the ingenious hy- 
pothesis of Bancroft and his co-workers. 
Whether we include or exclude the thalamus 
and the hyoothalamus from our conjectures 
is also debatable. Personally, I prefer to 
adhere to a simple interpretation such as 
arrest of cellular metabolism in some manner 
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and degree. I prefer even to omit, and in this 
regard prefer only to mention that tissue 
oxidation or lack of it may be a factor in 
such cellular metabolism. 

The therapeutic effect of the narcosis or 
the recovery of the patient from it seems, in 
the first place, to make the patient wholly 
dependent upon his physicians and asso- 
ciated personnel. This total resignation on 
the part of the patient to forces outside of 
his own control should probably receive 
more credit than is usually given to it. 

The fact that in his narcosis the patient 


Sleeps at a much deeper level than he does 


naturally probably arrests much of the 
subconscious activity, and possibly some of 
the unconscious psyche, thereby bringing 
into a state of rest various processes of per- 
sonality integration. When the narcosis has 
lifted with an intermediate delirium, the 
various former personality formulations 
must be remobilized and rearranged. We 
judge that it can be reliably stated that such 
reassembling and rectification are always in 
the direction of normalcy. Naturally, the 
best reintegration is obtained under guidance 
of the interested physician and psychiatrist. 


SUMMARY 


During the past 8 years we have used pro- 
longed sodium amytal narcosis in the treat- 
ment of berder-line neuropsychiatric dis- 
orders. The therapeutic technique is usually 
so planned as to produce a toxic delirium 
after the cessation of drug administration. 
This therapeutic delirium is judged to be 
reliably restcrative and reconstructive. Vari- 
ous degrees of narcoanalysis and narcosyn- 
thesis are permitted, but most benefit fol- 
lows delirious abreaction. All patients to 
whom the treatment was administered were 
helped, some more than others. Dissolu- 
tion of the faulty personality behavior and 
constructive recasting of the psychiatric 
problem probably occur through improved 
physiological rest and a remobilization of 
thought processes during an irresponsible 
and impersonal state of psychomotor activity 
which is temporarily out of volitional con- 
trol and is thereafter always reintegrated 
at a more acceptable level. 
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PSYCHOTHERAPY IN CHILD SCHIZOPHRENIA * 
J. LOUISE DESPERT, M. D, New Yor, N. Y. 


INTRODUCTION 


Child schizophrenia is now recognized as 
a psychopathological syndrome, and a num- 
ber of confirmed cases have been reported in 
the literature. Several approaches have been 
used in the treatment of a fairly large num- 
ber of cases, considering the relative infre- 
quency of the disease: insulin shock, electric 
shock, metrazol, benzedrine, deep or light 
sedation, and psychotherapy, including psy- 
choanalysis.* As a rule the therapeutic pro- 
cedures are carried out in a hospital or spe- 
cialized institution. Ambulatory treatment 
does not seem to have been tried with schizo- 
phrenic children as it has with adults. This 
presentaticn deals with the psychotherapy of 
7 ambulatory cases, 6 boys and 1 girl, over 
periods ranging from a few months to 24 
years, with varying degrees of success. Fur- 
thermore, since not enough time has elapsed 
for follow- -up evaluation, it is concerned only 
with methods and immediate results. 


I. SUMMARY oF CLINICAL DATA 


Owing to time limitations, pertinent data 
on the 7 cases are briefly summarized: 

At the time of admission, the ages ranged 
from 3 years 10 months to 7 years 9 months. 
In 3 cases (Thomas H., Peter K., Sey- 
mour W.), the onset was acute in a back- 
ground of earlier adjustment that could not 
be described as normal although it was at first 
so reported by the parents. The onset was 
insidious, and the child was brought to treat- 
ment after several years of frankly path- 
ological behavior in the 4 other children 
(Bernard D., Brian M., Tohn N., Judith Z.). 
In the latter group, no precipitating factors 
were noted, and therapeutic help was sought 
mainly because of pressure on the part of 
the school, or as a prerequisite for admis- 


1 Prepared for presentation at the 1o2nd annual 
meeting of The American Psychiatric Association, 
Chicago, Ill, May 27-30, 1946. 

From The New York Hospital and the Depart- 
ment of Psychiatry, Cornell University Medical 
College, New York. 

2 See bibliography. 
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thinking in all, 


sion. Poor adjustment, bizarre or disturbing 
behavior had prompted the request for treat- 
ment. 

Information on the family background, 
though often incomplete and not fully re- 
liable, pointed to a relatively high frequency 
of neurotic and psychotic illness in the ante- 
cedents, with schizoid characteristics fairly 
common among the parents. Although sev- 
eral of them were highly successful in their 
chosen work, none of the parents could be 
considered happy and well adjusted, either 
individually or in their marriage relations. 

Careful physical and neurological exam- 
inations ruled out organic pathology in all 
cases. The 7 children presented frankly 
psychotic symptoms, and none could be con- 
sidered as only schizoid personalities. At the 
time of examination, contact and affect dis- 
turbances were noted in all, with marked to 
total withdrewal of interest, and flattening 
or dissociation of affect as significant mani- 
festations. "There was bizarre and distorted 
and hallucinations were 
present in 4 children, with indirect and ques- 
tionable evidence of perceptual defect in the 
other 3. Stereotypy, mannerisms and motor 
dissociations were observed in all 7 children, 
as were peculiarities in pitch, rhythm and 
modulation of speech. All children showed 
peculiar reactions to sound, sometimes a 
complete unawareness; or, on the contrary, 
they exhibited startle reactions to minimal 
stimulation. They showed a more than vsual 
interest in and knowledge of music, and 2 
were considered exceptionally gifted. While 
it was generally not possible to ascertain the 
intellectual level through psychometric test- 
ing, owing to contact disturbance, the early 
developmental history and observed behavior 
ruled out congenital mental deficiency. 


BRIEF OUTLINE OF PROTOCOLS OF THE SEVEN 
CHILDREN TREATED 


I. Bernard D.: Insidious development over a 
period of years. An cnly child. Treated from 5 
years 5 months to 6 years 6 months. Withdrawn 
after 66 therapeutic interviews. Out of contact; 
generally mute, not responsive, except for some 
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irrelevant mutterings; very rarely there were spon- 
taneous, short, relevant sentences. He seemed to 
be unaware of people as people (climbed over them 
as if they were furniture). Bizarre behavior, in- 
cluding eating garbage, smelling strangers, etc. 
Auditory and visual hallucinations, some of which 
were associated with attacks of acute anxiety. Pre- 
occupied. Stared into space. Heavily tainted heredi- 
tary background on both sides of the family, from 
the point of view of neurotic and psychotic illness. 
A successful business man, the father had never- 
theless suffered delusions of persecution and severe 
anxiety symptoms since adolescence. The mother 
had an emotionally deprived childhood, was com- 
pulsive, and had a strong drive for perfection, par- 
ticularly expressed in her handling of the child. 
Birth was dry; high forceps were used. Psycho- 
motor development was normal, but very early 
speech development presented abnormalities (could 
say difficult words, but did not use language for 
purposes of communication). The child had an ex- 
traordinary knowledge of recorded music. Ne psy- 
chometric test could be done, owing to poor con- 
tact, but the child seemed alert. He was brought 
up very rigidly and was kept away from children 
for fear of dirt and disease. Masturbation was 
severely suppressed. A traumatic episode involving 
sexual stimulation by his nurse took place when he 
was about 2 years old. 

There was enough improvement in affective con- 
tact for the child to enter school and make a rela- 
tively good social adjustment there. The mother, 
pathologically identified with this child (“We en- 
joyed our measles; I got und-essed and got right 
into bed with him."), developec considerable resent- 
ment over his relation with the therapist (“He 
plays with you as he doesn't seem to want tc play 
with me") and decided to withdraw him, claiming 
that the school was sufficient for continued im- 
provement. At the last check-up, when the boy was 
84 years old, he had made little progress, and was 
' travelling about with his mother. 


2. Thomas H.: Acute onset in a background of 
poor adjustment. Older of two children. Treated 
from 6 years 5 months to 6 years IO months. 
Twenty-three therapeutic interviews at the time of 
writing. Referred by the school physician, because 
of shyness, seclusiveness, peculiar behavior, lack of 
contact with other children. He had become totally 
mute at 24 years, following a traumatic episode, 
and never recovered normal speech function. There 
were intermittent mutterings, usually not related 
to current situations. Shortly before admission he 
was found laughing, after having thrown out of 
the window a pet dog of which his younger sister 
was very fond. In the family background there 
was no evidence of mental disease; 3 of the grand- 
parents (2 had died) suffered hypertension and 
heart disease. Both parents were fairly well ad- 
justed, except for the mother's moodiness, tenseness, 
and tendency to worry. The father, an airline flier, 
was infrequently at home; and he did overseas duty 
for several months during the child's fifth year. 
Birth took place at nearly 10 months, by Caesarian 
section. Psychomotor development was normal, 
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with precocious speech development and éxtensive 
use of rhymes. Speech for communication was 
scant. Infantile habits, such as thumb suckirg and 
masturbation, were dealt with severely. His social 
development seemed normal, except for a terdency 
toward shyness, until he was 24 years old. At that 
time he suffered a severe burn while watching his 
mother prepare the 6-months-old baby’s bottle This 
was a very traumatic experience (as ascertained 
later, related to death wish toward baby sster) ; 
furthermore, it kept him away from children for 
several months. He became afraid of adults (espe- 
cially doctors), would not mingle with other chil- 
dren, and became mute. As shown by observation 
and his teacher’s report, he was of at least average 
intelligence. From the age of 2i years to 6 years 
5 months, he had little or no contact with other 
children; when exposed to them, he was impu. sively 
aggressive and destructive. When he was first ob- 
served, at 6 years 5 months, there was no afective 
rapport, he shrank from physical contacts amd ap- 
proaches and was mute, except for explosive short 
sentences not relevant to current situatiots and 
which he uttered in a peculiar low-pitched voice. 
He was also prone to sing quite accurately z large 
variety of tunes. There was marked motor restless- 
ness as he wandered about the room, at times whis- 
pering, with peculiar facial grimaces and manner- 
isms, such as putting his fingers on his closed eyes. 
At times, he seemed to hallucinate. He was nct 
at first interested in toys but with a good ceal cf 
pressure began to use them: At the beginning of 
every session, he would put all the toys on th2 floor 
in a somewhat concentric arrangement, wich the 
outer line always made up of all available planes, 
without paying attention to the observer, anc shut- 
ting his eyes tightly when she acdressed him This 
was a symbolic activity of great significance which 
offered the initial opportunity for developing con- 
tact through interpretation of the seemingly non- 
functional play. (Recall that his father was a flier.) 
Following the development of transference to the 
therapist, there was some improvement ia this 
child’s social contact, as reported by the mother 
and his teacher. He even began to talk in class, 
briefly, at intervals. He is still under treatment. 


3. Peter K.: Acute onset in a background of 
earlier poor adjustment. An only child. Treated 
from 3 years Io months to § years 1 month. About 
60 therapeutic interviews. He was referred because 
of excited behavior and acute anxiety of approxi- 
mately three weeks' duration. Prior to the acute 
onset, there had been a week of mild exciement 
related to some home difficulties. The acute episode 
took place in the course of a visit to the Museum 
of Natural History with his father, when ke sud- 
denly became upset while looking at totem poles. 
The following night he was sleepless and seemed in 
a daze. He spent the next two weeks alternating 
between a “stupor-like daze” and periods of 2xcite- 
ment, during which he would scream or make such 
statements as "I can't be myself, I’m scared I’m 
not myself," or ask his parents to remove tie rhi- 
noceros and Indians with sticks, etc., from his roora. 
He seemed to hear but did not answer. There was 
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considerable drooling, and blocking in his speech. 


He was given sedatives without results. Informa- ` 


tion relative to the antecedents was scant and con- 
sidered inadequate. The maternal grandfather had 
a violent temper. The maternal grandmother, who 
lived. with the family, wept easily, was compulsive 
and worrisome. She had taken an active part in 
the care of this child. The father had a good deal 
of drive. The mother was moody. She had a de- 


pressed episode shortly before her marriage, after’ 


hearing of the suicide of a strange woman in her 
house. She was emotionally dependent on her 
mother and markedly ambivalent toward her. The 
child was born after 13 years of marriage. Preg- 
nancy lasted 8 months and was associated with 
maternal depression. Following the discovery of a 
congenital dislocation of the hip, the baby was in a 
cast from the age of 4 to 1o months. His complete 
immobilization made care difficult, and the maternal 
grandmother was brought in at that time. The 
mother felt guilty about this, and felt that her 
mother had taken her place in the child’s affections. 
Labor was short, with middle forceps. The baby 
was "knocked out by mother’s paraldehyde.” Psy- 
chomotor development was precocious, and the child 
was of very superior intelligence. Many fears and 
nightmares, especially in the period following a 
herniotomy at 2 years 4 months, were reported. 
Masturbation was frequently noted, usually asso- 
ciated with a dazed expression. He had always been 
destructive and difficult to manage—related to a 
large extent to the obvious conflict between the 
mother and the maternal grandmother. Also, he 
had severe temper tantrums at various times. He 
showed a marked interest in music and was able to 
recognize themes and titles in a large collection of 
classical records. When first seen, he presented all 
the earmarks of acute schizophrenic illness: he was 
out of contact, his behavior was autistic, and at 
first unintelligible; he had auditory and visual 
hallucinations, generally associated with acute 
anxiety; alternating with periods of mutism, there 
was pressure of speech with.a peculiar pitch and 
modulation. Neologisms -were numerous. Motor 
restlessness was marked, alternating with catatonic 
posturing and drooling. 

Throughout the first 9 months of therapeutic con- 
tact the mother was present at the interviews, 
owing to/the child's extremely disturbed behavior 
and the mother’s own severe anxiety at the prospect 
of separation. The child improved to such an extent 
that he was able to attend school part of the last 
nine months, and he made a relatively good ad- 


justment there. Following a 3 months’ absence in 


the summer, treatment was resumed along custom- 
ary lines and the child was seen without his mother. 
There was complete recovery from the acute epi- 
sode, with,a sequela of neurotic anxiety for which 
he is currently being treated. Adjustment at school 
is now good. 


4. Bria M.: Insidious development over a 
period of years. Second of 3 children, 2 boys living. 


Treated from 7 years 2 months to 7 years 8 months. - 


Withdrawn after 10 therapeutic interviews, al- 
legedly because of difficulties in transportation. 
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However, the psychiatrist to whom he was trans- 
ferred thoughi that the female psychiatrist was “a 
threat to the mother," who had emphasized to him 
the good rapport of the child with his first therapist. 
The patient was referred by the school for bizarre 
behavior, facial grimaces, irrelevant speech and 
activities. Information about the hereditary back- 
ground was corsidered inadequate. The father, a 
brillant writer and public speaker, had an obses- 
sive drive for.power and achievement. The mother 
was so much on: the defensive thac it was difficult 
to get a true picture of her personality, but one 
was impressed with her emotional blunting and in- 
ability to give warmth and affection. She seemed to 
have had great difficulty in recovering from the loss 
of her first child. shortly after birth. There are in- 
dications that the mother was apprehensive about 
the birth of the ‘patient; however, labor was easy. 
The child had pyloric spasms, was always a feeding 
problem, and developed eczema at 6 months. Very 
early he showed: an exaggerated reaction to noises, 
especially the human voice. He was always physi- 
cally timid. At 2 years his speech and language de- 
velopment presented peculiarities; a psychologist 
who was consulied at the time stated that the child 
preferred to express himself in song. At the present 
time he is considered a musical genius. He began 
to develop facial tics at about 18 months. At 3 
years he had a very large vocabulary and showed 
pressure of speech. Cyclic vomiting was present 
intermittently between the ages of 2 and 6 years. 
When he was 34 years old, a brother was born; he 
was considerably disturbed by the absence of his 
mother and spake about her as if she were dead. 
Through the vears he had a fear of death with vary- 
ing degrees of intensity. Between the ages of 1 and 
24 years, he was kept from contact with children 
by his father’s old nurse who took care of him. 
His social adjustment was always poor. He never 
made friends, did not seem to notice other children, 
was withdrawn.most of the time. Already con- 
sidered abnormal by several psychologists and one 
psychiatrist, at the age of 2, he was not brought to 
treatment until the school (at 7 years) made treat- 
ment a prerequisite to continued attendance. When 
first observed, this child was apprehensive, restless, 
spoke in a peculiarly modulated voice, at intervals 
was preoccupied and out of contact. There was con- 
siderable pressure of speech. Numerous neologisms, 
incoherence and irrelevancy" were marked. He was 
at least of high normal intelligence, as evidenced by: 
occasionally -elevant utterances and an unusually 
extensive vocabulary. (Psychometric testing was 
not attempted, owing to paucity of contact.) Ob- 
sessive thinking and activities about feces and flatus, 
and a touching comptulsion were observed. 

While there was little or no change in his be- 
havior, contact with the therapist was attained. 
The complex symbolism-of his thoughts, phantasies 
and drawings was becoming ‘intelligible. 


.58. John N.: 3 Insidious development over a period 
of years. Oldest of 3 children, 2 boys living (second 
child still-born}. Treated from 7 years 9 months 





8 This case is'to be published in full. 
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to I0 years 5 months. Over 230 therapeutic inter- 
views. His social adjustment was poor, and he had 
been rejected by several schools. He was on the 
verge of being dropped by a private school because 
of bizarre behavior and inability to establish con- 
tact with children and teachers. The hereditary 
background was heavily tainted with neurotic and 
psychotic illnesses in the direct and collateral lines. 
Both parents were brilliant, with schizoid character- 
istics. Marital adjustment was poor. In utero the 
patient was not as active as his siblings. Labor was 
prolonged. He was not interested in sucking, and 
was always a feeding problem. Psychomotor de- 
velopment was normal, except for relatively late 
speech development. At an early age he was, and 
has continued .to be, interested in the phonetics 
rather than the content of speech. There was still 
occasional enuresis at the time of admission, and 
he also deliberately voided in the midst of family 
gatherings, or in public places. He had numerous 
fears at various times. 
considered abnormal at 44 years, when he was first 
seen at a mental hygiene clinic. In various nursery 
schools and kindergarten, atterded since the age of 
3 years 5 months, he did not seem to know how to 
play, was fascinated by toilets, masturbated fre- 
quently, and was a constant problem socially be- 
cause of lack of contact, but was “intellectually far 
beyond all expectations." For instance, he learned 
to read by himself. Very early he showed an in- 
terest in music, and at the age of 4 years he was 
able spontaneously to improvise and reproduce com- 
plex melodies, although it was not possible to teach 
him music owing to lack of rapport, and his musical 
productions were conspicuously disorganized. He 
was considered a musical genius by professional 
musicians, When first seen, he presented a picture 
of acute anxiety with anxious facial expression, 
moist skin, marked motor restlessness, excited 
jumping associated with extraordinarily dissociated 
and nonfunctional motor patterns of the head, arms 
and trunk. As a reaction to auditory hallucinations, 
he put his hands over his ears or put his fingers in 
the canals, made grimaces and muttered. There 
was marked autistic behavior involving thinking, 
speech, and motor patterns. He was heard mutter- 
ing to himself and laughing irrelevantly, with no 
awareness of the observer’s presence. There was 
no spontaneous contact. He was prone to smell and 
lick any part of the observer’s clothing or body 
when he happened to be near aer. There were ob- 
sessive thoughts about bathrooms and toilets, and 
neologisms were numerous. Verbal productions 
generally were irrelevant and uttered in a peculiar 
voice with odd patterns of phonetic rhythms. When 
he made use of toys, it was in a nonfunctional way. 

This boy showed a definite improvement, al- 
though he continued at times to be preoccupied. 
Whenever he became upset or frustrated, he was 
prone to have a brief recurrence of some manner- 
ism. He also tended to be compulsive and had con- 
stricted interests and activities. The motor restless- 
ness lessened considerably, and he was able to attend 
school for over two years, where records indicated 
slow, gradual improvement in his social adaptation 


His behavior was already: 
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and contact, as well as in scholastic achievement. 
However, it was in his musical interests and activi- 
ties that his progress and integration were best re- 
Hected. He became related to his music and for 
the first time was able to take musical training. It 
is felt that his musical abilities can now be utilized 
for future professional attainments, and individual - 
integration. 


6. Seymour W.: Acute onset in a background of 
maladjustment. Oldest of 3 children. Treated from 
7 years 7 months to 8 years 5 months; Approxi- 
mately 60 therapeutic interviews. Prior to the 
initiating of individual treatment, he had been for 
one year on the ward of a psychiatric hospital, 
where the diagnosis of schizophrenia was made. 
When observed, he was out of contact. There were 
irrelevant speech and laughter, obsessive concern 
with toilets, a large variety of mannerisms, and he 
did not respond to the therapist's approaches. Fre- 
quently he muttered to himself in a peculiarly 
pitched and modulated voice, ard used neologisms 
ireely. Information about the hereditary back- 
ground was considered inadequate. Both parents 
had limited intelligence and constricted interests. 
They emphasized that there had never been diff- 
culties in the home until the onset of the child's ill- 
ness. The mother, who had had an unhappy child- 
hood, showed considerable drive toward perfection 
in the bringing up of her children. Birth was ur- 
eventful, after three weeks’ delay; psychomotor 
development was normal. There was a good deal 
of thumb sucking, which the parents attacked with 
a variety of methods but without results. There 
was a relapse in bladder control at 24 years, coin- 
cident with the sister's birth, and enuresis was 
among the presenting complaints. There was in- 
tense jealousy and difficult behavior at the time of 
nis sibling's birth, and three or tour months before 
this event he had become unusually quiet, This was 
probably coincident with being told about the ex- 
pected baby. He showed many fears in the course 
of his development, and social adjustment was al- 
ways poor, At 4i years, a psychiatrist suggested 
play therapy—a suggestion which was not followed, 
and the mother felt guilty over this. Refused ad- 
mission by several nursery schools, at 64 years he 
finally attended a Hebrew school. There he had 
acute anxiety attacks related to his fear of using 
strange toilets. This fear was intensified by the 
threat of a teacher that he would nail him down 
on the seat or flush him down the toilet if he did 
not attend to his needs like other children, He had 
a marked interest in and knowledge of music and 
some of his delusions involved identification of 
human beings with radios. 

The child developed a good rapport with the 
therapist, and increasingly longer periods of rele- 
vant thinking and speech expression were noted. 
He had been in a private school for a short while 
when the school was closed, so that social contacts 
were limited almost exclusively to his family. Al- 
though he was still difficult to manage, because of 
autistic and aggressive behavior, there was improve- 
ment in this area. He, was later admitted to a 
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special day school where, a:ter a difficult period of 
adjustment, he showed improvement in contact and 
ability to learn. He is still under treatment. 


7. Judith Z.: Insidious development with an 
acute exacerbation. Older of 2 children. Treated 
from 5 years 6 months to 6 years 4 months. With- 
drawn after 44 therapeutic interviews, allegedly 
for financial reasons. After a period of observation 


at a children’s hospital, she was referred for treat-- 


ment, with the following presenting problem as 
formulated, by the examining neurologist: “She is 
mute most.of the time, sometimes she answers 
questions distinctly. Echolalia—usually when asked 
questions she starts the question in an almost in- 
audible whisper, almost synchronously with the 
examiner. There is scarcely an interval between 
the words of the examiner and the patient. Irrele- 
vancy of' speech—patient’s mother has reported 
statements having no bearing on the subject of con- 
versation, Auditory hallucinations— patient's mother 
reported that while at her bedside she stared up at 
the wall and repeated the question ‘what’; patient's 
father reported that while at home prior to admis- 
sion she once cried out, 'Get those people out of 
my room. Negativism and resistiveness—at times 
when being examined, especially with tongue de- 
pressor, she screams impulsively. Bizarre acts, 
such as sitting in crib with blanket over head. There 
is incontinence of urine at times. She requires 
spoon-feeding usually." Information relative to 
antecedents was considered inadequate. The father, 
an only child, had been spoiled, was immature and 
domineering. The mother was an apprehensive, in- 
secure young woman who was inhibited by fear of 
her husband and his family. There had been con- 
siderable conflict between the paternal and maternal 
families, owing to clash of personalities and diver- 
gence of religions and traditions. Labor was long. 
Breech presentation was followed by version. The 
baby had a cyst on the anterior fontanel, of which 
there was residual evidence. The child needed 
stimulation at birth. She gained rapidly; her psy- 
chomotor development was precocious, especially 
with regard to speech. Bowel control was achieved 
at 7 months. However, bladder training was difi- 
cult and at the time of admission she was still 
wetting the bed frequently. Masturbation must 
have been repressed early and effectively, judging by 
the mother’s indignant tone in her denial of this 
habit. Since approximately 5 months of age, there 
had been noted frequent rocking associated with 
"staring into space." The birth of a sibling at 2 
years 9 thonths was reported as having been un- 
eventful. At that time, however, there was a series 
of illnesses, principally affecting the upper respira- 


tory tract. She also began to act phantasies—such . 


as, she was married and had two children—so realis- 
tically that the parents experienced a good deal of 
concern. She did not play with other children. It 
was not clear whether she could not or did not for 
lack of oppertunity. When she was 4 years old she 
was "living in a world of her cwn"; and in a group 
of children she would stand aside and watch them 
rather than play with them. She was always a feed- 
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ing problem; she was so active as to make handling 
difficult; she bad numerous fears, generally at bed- 
time. At 5 years, 6 months before her admission to 
the hospital, she had a severe case of measles, fol- 
lowing which she became still more seclusive. She. 
developed auditory and visual hallucinations and 
asked to have "eyes" removed from the walls of her 
room. She became mute; "she began to do things 
that were definitely odd." When first observed, at 
5 years 6 montks, she was out of contact most of 
the time, appeared to be listening to voices. Echo- 
lalia, echopraxia were noted. Pitch was peculiar. 
There was perseveration of motor activity and 
speech and marked motor restlessness. There was 
a tendency toward catatonic posturing, and no 
relevant response to the therapist’s approaches. 


"There was marked dissociation of affect, and neolo- 


gisms were frequent. She had a very large vocab- 
ulary and an extensive repertoire of popular and 
classical musical works which she sang and acted 
dramatically. : 

Some improvement was noted, in that the motor 
restlessness had decreased considerably, and con- 
tact with the therapist showed progress. The 
mother also reported that the child's rapport with 
her parents and sibling was increased. 


Il. CONSIDERATIONS OF THERAPEUTIC | 
METHODS 


It has long been thought that schizo- 
phrenic patients could not develop a trans- 
ference relation with their therapist. How- 
ever, the reports of Zilboorg(14) and Frieda 
Fromm-Reichmann(6), among others, indi- 
cate that such a relation can be established. 
The patients treated by these authors were 
hospitalized adults, but the rationale of treat- 
ment of ambulatory schizophrenic children 
is the same—whether psychoanalysis or other ' 
type of psychotherapy is selected as the 
method of approach. 

If the outstanding feature of childhood 
schizophrenia is the loss (or lack) of affec- 
tive. rapport—and the majority of authors 


. are agreed on this point—the rationale and 


prerequisite of therapy must be first to estab- 
lish contact. To this end, a variety of means 
can be used, so long as they allow the ther- 
apist to break into the child's autistic world: 
silent participation, acceptance of all man- 
nerisms including those related to excretory 
functions, imitation of the patient's words 
and gestures, in fact any attitude which, 
without threatening the. child's precarious 
security of his locked isolation, may impart 
to him the feeling that his behavior is under- 
stood and accepted. Immediate interpreta- 
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tion is usually not available, since the very 
nature of schizophrenic illness makes the 
child’s behavior unintelligible. Nevertheless, 
it is the apparently meaningless maze of rit- 
uals, mannerisms and neologisms exhibited 
by these -children which makes it possible 
eventually to penetrate their autistic world. 
A careful history often provides clues for 
the interpretation of bizarre attitudes, espe- 
cially when considered in the light of minute 
details of moods, motor patterns, facial ex- 
pressions, speech utterances or silences ob- 
served in the therapeutic interviews. For in- 
stance, when 4-year-old Peter K. shrieks, in 
an acute panic, “Don’t put pennies in me,” 
his thinking and feeling experience 1s at first 
utterly incomprehensible. A typically schizo- 
phrenic process, this psychopathological 
deviation (delusion) is in essence the end 
result of a condensation phenomenon. All 
the elements necessary for an analysis and 
understanding of his apparently irrelevant 
and autistic behavior do not present them- 
selves in proper sequence and relation, but 
they appear either in the anamnestic ma- 
terial or the observed behavior; they may 
also emerge as a result of various hypotheses 
brought to the attention of the parents, and 
confirmed in part by them after specific in- 
quiry into obscure areas of the early de- 
velopment. As obtained through these vari- 
ous channels, it is eventuaily learned that: 1. 
The.child has hallucinated “a little old lady” 
who wanted to do him harm. .... 2. The 
little old lady was traced to a traumatic epi- 
sode in his recent past (he was frightened 
the previous summer by a strange woman 
who had a dilapidated appearance), but also 
identified with his grandmother who had 
taken care of him since infancy. . . .. 3. 
When she came to live with his family, the 
grandmother brought a dog which terrified 
the patient, and with which he identified at 
intervals, when he went about biting people. 

... 4. The grandmother read to him, 
over-dramatically, with the child in a sort of 
trance, the story of “The Three Little Pigs,” 
and at times the patient identified with a 
little pig eaten by a wolf..... 5. Finally, 
the child owned a “piggy bank” in which 
the family and visitors were accustomed to 
put pennies, and the sight of this toy had 
recently thrown him into ‘such a panic that 
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his parents finally removed it to some inac- 
cessible place. It is obvious tha: the child 
was going through a terrifying experience, 
and it was only the unravelling with and for 
him of the complex condensaticn patterns 
that relieved the anxiety bound up with them. 
Over and over, the material was held and 
abreacted, every fragment singly end in com- 
bination with others, and the piggy bank 
itself was brought to the play room in one 
phase of the therapeutic development. 

The analysis of another autistic mani- 
festation, in 8-year-old Seymour W., is also 
briefly reported for purposes of illustration: 
For several weeks the patient made “ir- 
relevant" gestures toward the gluteal region 
of people, familiar and unfamiliar, who came 
within his reach. This caused his parents 
to be disturbed, punitive and inhibitory, 
which increased rather than stopped the 
activity. When he made this gesture toward 
the physician and she asked why he was do- 
ing it, the child in a panic cried, “I won't do 
it again, I'll be a good boy!’ a stock phrase, 
expressive of his guilt feelings, and which he 
used profusely with his parents. She reas- 
sured him that she did not mind his activity, 
that he could go on with it all he wanted to, 
but she would like to know the reason for 
it As might have been expected, this 
brought no immediate response, but on care- 
ful observation it appeared that the gesture 
was a "winding" gesture. Several other o3- 
servations had previously been made, which 
seemed to have a bearing on the autistic 
behavior: 1. He was obsessively concerned 
with good and bad radios, green and brown 


radios. . . . . 2. He expressed obsessive in- 
terest in, also anxiety about, the dowel func- 
HO. s uoc 3. He mentioned several times 


that a hypothetical boy, "he" (himself, ob- 
viously), was singing, reciting and keeping 
everybody up..... 4. At intervals he sang 
melodies which seemed exact reduplications 
of parts of radio programs. . ... 5. He 
made drawings of radios, in which facial 
features and winding knobs were prominent, 
and to which he occasionally added feces. 
.... 6. Recurrently, he expressed anxiety 
about his "meckey" (in turn, penis and 
feces) being washed down the toilet by a 
rabbi, which, incidentally, kept bim at inter- 
vals from moving his bowel several days in 
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succession. .... 7. He objected to the 
physician’s singing a certain Christmas carol, 
although he occasionally sang it himself. It 
was not until the latter fact was utilized in 
the therapeutic approach that an understand- 
ing of the autistic activity was gained. Once, 
as he began the “winding” gesture in the 
accustomed pattern, the physician delib- 
erately started to sing the Christmas carol. 
The child, in a panic, cried, “Doctor D. is 
not a radio—lI don’t want her to be a radio." 
Thus, it was obvious that what he had been 
doing right along. was winding people as 
radios, or testing them as people-radios. Be- 
sides the reassurance that the physician was 
not a radio but a person who was very fond 
of him, the interpretation was over and over 
given to him of the several fragments bound 
in his autistic gesture. While the castration 
anxiety, the confusion over animate-inani- 
mate objects, male and female sex, anal and 
genital birth, and other pathological expres- 
sions obviously formed, the background of 
` this autistic gesture, the understanding of 
this gesture made possible the breaking down 
of condensation patterns which had served to 
isolate the patient from the outside reality 
world, and also rendered his behavior un- 
intelligible. 

Repetition is an essential requirement of 
therapy, with these very disturbed children, 
as it is an essential requirement of learning 
‘and maturation in the very young normal 
child, but to an even greater extent. The 
young patient may appear to have grasped 
an interpretation given him, and react as if 
emotionally able to absorb it, later to revert 
to some form of regression seemingly in 
contradiction with the progress recently 
‘achieved. Indeed, one is sometimes in doubt 
about the latter, until further observation 
indicates that some gain has been retained 
in spite of the apparent loss. 

Regression in schizophrenic illness is not 
a regression 17 toto, and this is perhaps more 
clearly shown in the child than in tbe adult. 
There are specific áreas of excessive affect 
binding, with the regressive patterns appear- 
ing unevenly. Neologisms and other autistic 
forms of expression would thus represent 
the end results of phenomena of condensa- 
tion, transfer, substitution, fixation and 

dissociation of affect; they seem to have be- 
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come separated from the whole psyche and 
assumed a meaning of their own, in appear- 
ance nonfunctional and noncommunicable. 

Breaking into the autistic world of the 
schizophrenic child often provides the first 
“sharing” (a beginning in human relation- 
ships) he has experienced since his illness 
was well established. While on the surface 
appearing oblivious to the outside world and 
relatively settled or fixed at a compromise 
level, he is actually in a state of constant 
conflict, and his anxiety is overwhelming. 
This “sharing” is the first step toward bridg- 
ing over to the outside world, and for a long 
time it is the only contact, however slight 
and fleeting, he is capable of developing. An 
illustration is seen in the case of Peter K.: 
About 2i months after the initiating of 


‘treatment, his mother reported that on the 


previous day at home he had attempted to 
reach with a broomstick the ceiling light, in 


which he had previously hallucinated rhi- 


noceros and totem pole faces. At this point, 
however, he seemed to be testing reality. His 
mother, fearing that he might injure himself, 
suddenly snatched the stick; in so doing, she 
broke the bulb and injured her hand. The 
mother had been very upset and handled the 
situation inadequately. Anxiety and guilt 
feelings obviously had been aroused in the 
child. Indeed, on that day he showed more 
withdrawal and precccupation than on previ- 
ous interviews, and -he therapist deliberately 
brought up the traumatic episode for abre- 
action. The child :mmediately said, “You 
should have hurry up,” indicating that in this 
time of special stress he had conjured up the 
therapist's help. 

An active approach on the part of the 
therapist is particularly necessary in the 
initial phase of treatment; generally speak- 
ing, it is also indicated, at all stages, to a 
greater extent than in the treatment of neu- 
roses or behevior disorders. Transference is 
usually established after considerably longer 
periods of treatment than is the case with 
any other mental illness, and it also requires 
more affectian, patience and alertness on the 
part of the therapist than in other mental ill- © 
ness. When it develops, transference seems 
more intensive (probably because emotional 
relations with the outside world are so re- 
stricted) than is the case with neurotic chil- 
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dren. Peter K., who was throughout articu- 
late, even when unintelligible, protested as 
the therapist was preparing him for the sum- 
mer's absence, “Don’t you ever say goodbye 
to me!" Seymour W., as he emerged from a 
world in which emotional relations with per- 
sons have no place, asked with a bewildered 
expression, “Am I your little boy?” Once 
established, transference plays its usual rôle 
as a therapeutic instrument, but at the same 
time it may be an additional obstacle to 
therapeutic progress, in that it represents a 
threat to frustrated and very disturbed 
parents. For this reason, close contact must 
be kept with the parents in order to interpret 
the child’s behavior and, in particular, to 
anticipate and render mare acceptable the 
increase in regressive, hostile or antisocial 
patterns which may appear coincidentally 
with improved contact. Release of maternal 
guilt is throughout an important item in the 
therapeutic procedure. An interesting aspect 
of ambulatory treatment has been that asocial 
and antisocial patterns shown in public 
places, to and from the office, have been less 
than was anticipated, even when regression 
and autistic expressions were coincidentally 
very marked in the therapeutic situation. 

In the course of. treatment, phases of 
earlier emotional development are relived; 
although not in their original form, and in 
spite of pathological distortion, they are still 
readily recognized. For instance, the “I-not 
I" phase of individuation anteceding the 
ideo-affective organization of language in 
the normal 2-year-old is clearly identified in 
Seymour W's anxious struggle which fol- 
lowed a long period of bizarre thinking, 
neologisms and inarticulate language, as he 
said, “I am me. . . .. If I am me, I am not 
you." 

Results have been encouraging and, while 
the prognosis remains guarded, it seems that 
ambulàtory treatment of schizophrenic chil- 
dren, whenever feasible, presents advantages 
over treatment in.institut:ons, as separation 
from the home achieves further severance 
from whatever minimal contact may have 
existed prior to the initiation of treatment. 
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SUMMARY 


Seven schizophrenic children, 6 boys and 
I girl, received ambulatory treatment, psy- 
chotherapy, over periods ranging from a few 
months to 24 years, with varying degrees of 
success. Summaries of the 7 cases are pre- 
sented, with emphasis on therapy and prog- 
ress. On the whole, chances for relative 
recovery and adjustment seem to be greater 
than is the case with therapy in institutions. 
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PREJUDICE AS A SOCIOPSYCHIATRIC RESPONSIBILITY ' 


S. HARVARD KAUFMAN, M.D. 


Chief Psychiatrist State of Washington, Department cf Health and Director, 
Seattle Guidance Clinic 


Only very recently have psychiatrists come 
out of their offices and expressed their feel- 
ings and understanding of interpersonal re- 
lations as they pertain to the complicated 
emotional pressures and reactions in the com- 
munity and the world. Franz Alexander at 
the 1943 meeting of the American Ortho- 
psychiatric Association in a symposium on 
world government pointed out among other 
things that the political insecurities and reac- 
tion to fundamental needs on the part of 
small and weaker nations was analogous to 
the reactions of children in various types of 
family groups. Kenneth Appel has written 
extensively on the psychopathological reac- 
tions of nations. Karpman and others have 
contributed to our understanding of the 
emotional factors in prejudice and Dr. Alport 
of Harvard has devoted almost all of -his 
recent writings to the subject of bigotry 
and prejudice; the most recent being his 
editing of the March 1946 Annals of the 
American Academy of Political and Social 
Science—a volume limited to the discussion 
of prejudice. Freud’s “Psychopathology of 
Everyday Life” of course introduced much 
of our fundamental understanding of inter- 
personal relationships. 

However there continues to be more re- 
search in and more presentation of papers 
on the alleviating of symptoms of schizo- 
phrenia than on the understanding of some 
of the emotional pressures and community 
frustrations that may have a good deal to 
do with the etiology of that dreaded and 
malignant disease. None of us is surprised. 
It is much more simple and almost entirely 
without personal emotional.threat to study 
complete physiological changes and reactions 
or record the various modifications of be- 
havior as the result of myriad shock pro- 
cedures. But the study and understanding 
of a community emotional illness in which 
we, too, may be involved, is so threatening 


1 Read at the 102nd annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 27-30, 1946. 


that to hide our collective heads in psycho- 
logically rationalized sand has become the 
accepted and conventional procedure. 

It is not my place to discuss the political 
or the economic factors in the etiology and 
maintenance cf prejudice. The emotional 
factors as psychological reactions, not moral, 
have an equally important role in this eti- 
ology. Many attempts by non-psychiatrically 
oriented individuals to discuss the emotions 
of prejudice have always deteriorated to dis- 
cussions of moral issues involved and have, 
of course, collapsed under their own breast- 
beating. The psychological factors in prej- 
udiced reactions take on definite patterns 
that are as coldly scientific as the number of 
red blood cells in a centimeter of blood. The 
investigation also must be done in a scien- 
tific and unemotional way so as to stay 
clear of contamination by politics, economics : 
or personal feelings. 

Much of the relative neglect of investiga- 
tion into the causes of prejudicial feelings 
can be directly placed on the investigator 
whose personal fears will not allow participa- 
tion or even interest in a subject that may 
very well demand, as he proceeds, a sort of 
self-analysis or a very unsatisfactory anx- 
iety producing series of rationalizations. 

I shall not attempt in this very brief paper 
to give results of an exhaustive investigation, 
but instead I shall try to outline a point of 
view and suggest methodology and responsi- 
bility of the psychiatrist in this important 
phase of the welfare of mankind. 

Certain important factors stand out, First 
of all, the :allacy that we are all created 
equal, which can be interpreted as actually a 
fear of being different. The feeling that 
those who appear, act and speak differently 
must be inferior is based primarily on the 
fear we have of these people because we do 
not know or understand them. The feeling 
or expression of their inferiority is an ag- 
gressive and hostile one and as such is 
motivated by the insecurity aroused by not 
knowing. 
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A new member of any group regardless of 
his race, color or religion is immediately 
under suspicion and looked upon with some 
misgivings. He is never completely accepted 
until he is known. This is not an unusual 
procedure, and in normal emotional growth 
the child is frequently faced with new and 
unknown persons or thirgs from which he 
either withdraws or whom he attacks. When 
understanding replaces newness, fear and its 
reactions are replaced by participation. Dif- 
ference no longer is a barrier, but a construc- 
tive stimulus for healthy emotional growth. 

Unfortunately, all the forces in the family, 
or in a larger sense the community, are not 
so set up that the child or citizen can gain 
positive strength in his crive to understand 
and solve the new, strange and different 
things in his environment. The parents or 
parent persons such as teachers, policemen, 
politicians, the church, etc., have not resolved 
their own conflicting feelings about new and 
different things. They, too, are insecure and 
dependent and searching for supportive 
strengths. And they, in a larger sense, are 
denying the existence of difference by tram- 
pling. upon it or avoiding looking at it. 
Because of this immaturity on the part of 
the parent person, the difference becomes 
a negative factor in emotional growth. Fear 
of this difference increases and aggressive 


reactivity to this fear becomes an accepted 


and acceptable behavior pattern. 

Let me give as an example the reaction 
to racial differences of an emotionally healthy 
child of 4—of fairly wel. integrated parents. 
This child has seen people of many different 
races in her home. They have ali been 
people. She was never forewarned not to 
mention their differences in their presence. 
There was no variation ?n her shy reactions 
when introduced to people the first time. 
The shyness did not wear off faster or slower 
or change in intensity in relation to the color 
or physical characteristics of the new people. 
Soon they were all her friends. ʻA crisis 
occurred one evening when a particularly 
dark-skinned Negro was in her home. She 
said to her fatlier, "My, he's black, isn't 
he?" The father agreed, but no attempt was 
made to warn her about mentioning this 
outstanding difference any more than she 
would have been warned about mentioning 
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someone's blond hair or bald Head. It was 
not bad to be black, it was not a sign of 
distrust, it was nothing to be concealed, and 
So it was immediately accepted as a positive 
difference and not mentioned again during 
the evening. As a matter of fact, the child 
and this man became good friends. 

A less integrated father—a man who re- 
tained certain fears of difference and had 
little understanding of other racial groups 
might have laughed, made disparaging re- 
marks, or even warned the child about such 
men and the gulf of non-understanding 
would have widened and fear replaced emo- 
tional growth. 

This brings me to the second large factor 
in the psychology of prejudice. There are 
some who cannot, regardless of opportunities 
and education, allow themselves to know 
and understand others. These are the fringe 
who have not quite been ccmpletely accepted 
by groups themselves. They may have some 
personality difficulty that does not allow posi- 
tive personal relationships: they may not be 


. completely acceptable because of the artificial 


standards of the group itself—such as ex- 
clusive clubs; or they may have or be con- 
cealing racial or religious backgrounds that 
would identify them with a minority. For 
example, the Jew is anti-Negro and the 
Negro anti-Semitic. The Reformed Jew of 
German or Spanish background who feels 
he is just beginning to be accented is anti- 
orthodox and anti-Russian Jew. There are 
always the “shanty” and ““ace-curtain” Irish 
and more recently in large cites have ap- 
peared West Indians in contrast to Negrces. 

The second group composed of those who 
are never certain of their position and accept- 
ability, are the most difficult to do anything 
about and by their activity, crystallize nebu- 
lous and unconscious fears in the majority. 
Because they feel more threatened by mi- 
norities, they are more active and verbal in 
their aggressive feelings and the more secure 
majority then finds an outlet when it is 
threatened and can focus all of its own 
doubts and unresolved conflicts on the un- 
known minority. They are the Gentiles who 
look Jewish and, unable to accept this, be- 
come violently anti-Semitic to prove to the 
world their non-Jewishness and then develop- 
and organize large groups to give them. 
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strength in this endeavor. They are also the 
neurotic individuals who airaid of their own 
sexuality spread rumors of the sexual atro- 
cities of Negroes. The Negro, by virtue of 
not really being known, is a common enough 
sexual symbol to those to whom sex, too, is 
not understood and therefore something to be 
feared. 

All of these individuals, who because of 
their immaturity cannot accept differences, 
must set up artificial programs of sameness 
and exclude all others. This protects their 
status quo and makes the much more diff- 
cult job of emotional maturation tunneces- 
sary for existence. Because of this attempt 
to stimulate an intrauterine existence which 
is truly non-differentiated, the resistance to 
any introduction of differences is tremen- 


dous and results in segregation and in some ` 


instances overt aggression. 

One more aspect of this problem must be 
considered. The reaction of the group dis- 
criminated against. All of us struggle in our 
growth process toward overcoming our feel- 


ing of difference and finaliy being accepted . 


by. some group. Non-acceptance, of course, 
increases one's insecurity and feelings of dif- 
ference. Sometimes the reaction takes sev- 
eral positive forms—the difference is inten- 
sified by those excluded forming their own 
groups—an aggressive form of segregation ; 
or by virtue of outstanding individual per- 
formances, individuals can gain special rec- 
ognition. The latter can be carried as far as 
the “honorary Aryan” status given certain 
Jews in Germany because their skills were 
needed by the Wehrmacht. 

On the other hand if the minority individ- 
ual or group cannot react positively, aggres- 
sive and destructive reactivity becomes the 
method of intensification of difference. The 
gangster activity of certain middle European 
American immigrants, behavior problems in 
discriminated against school children, or the 
more acceptable political activity of the Irish 
and the numerous Jewish, Negro, Italian and 
Irish boxers are several examples. 

The every day living of the average Negro 
is filled with so many tensions and frustra- 
tions thát it is amazing that any can live in 
our culture and not develop serious emotional 
maladjustments. When the white person of 
any religious group wonders where he will 
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have lunch, the Negro must determine where 
he may have lunch-—the quality and price of 
the food being secondary. Finally when he is 
in a restaurant, he wonders whether he is 
being served quickly because the service is 
good or because they want to get rid of him. 
Conversely when he waits without service, 
he wonders if all the waiters are busy or he is 
being slowly but surely discouraged. These 
tensions gradually, by means of many defense 
reactions, become less conscious, but the anx- 
iety in some form or another remains. Isn't 


the etiology of this widespread endemic neu- 


rosis a psychiatric problem and responsi- 
bility? The psychiatrist must begin to take 
the blinders off and look for and eradicate 
etiologic agents that cannot: be worked 
through on the chair or couch. 

The war and postwar shift in population 
has forced recognition of these tensions 
where fluid segregation no longer allows our 
conniving at tke problem. As an example, 
Vancouver, Washington, a city of 50,000, 
had three Negroes before the war and now 
has 8,000. It is up to us to help the old 
established majority populations to know 
and understand these new and for the most 


part frightened people. They must be helped 


in understanding that the apparent aggression 
of the Negro is a reaction to fear of again 
being. segregated, deprived of equal oppor- 
tunities and physically threatened. They must 
be helped too, in understanding their own 
attempt at segregating is based on fear and 
that the bogey of real estate deterioration is 
based on this malignant segregation process 
in a vicious circle. 

Fleetingly we have touched upon the ever 
present emotional action and reaction of our 
heterogeneous culture in which acceptance 
and recognition of differences is one of the 
major steps toward the accomplishment of 
individual and communal emotional maturity. 
It is obvious that although political and eco- 
nomic factors have been avoided in this very 
brief discussion of prejudicial reactions, that 
economic and political uncertainty is an out- 
standing factor in the production of individ- 
ual and group insecurity. This constant bogey 
of insecurity is then of necessity translated 
and projected onto everyone and everything 
that by its very difference is immediately a 
threat. The emotionally secure child who 
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can receive ego support from a strong parent 
learns to accept and understand differ- 
ences. The insecure child intensifies his 


feelings of difference and insecurity by pro- 


jecting his fears onto the changes in his 
total environment. In our form of dependent 
culture, political certainty and economic se- 
curity become the strengths necessary in our 
continual drive toward emotional maturity. 

The crisis of war and its resultant eco- 
nomic and political upheavals have increased 
the dependency needs of groups and indi- 
viduals. One cannot accept differences when 
one is searching for one’s own security. In 
this search differences are intensified by the 
tighter organization of groups so as to better 
resist the threats of other groups. This sus- 
piciousness and distrust extends beyond racial 
and religious differences—labor and capital, 
liberal and conservative, American, Russian, 
English instead of accepting differences and 
establishing a working, practical, mutually 
participating and inter-dependent society, see 
their differences as insurmountable threats, 
become more aggressive in their reactions 
to each other and search for some security 
within themselves. Skudder McKeel has 
‘statistically demonstrated that those who are 
anti-Jewish and anti-Negro are also anti- 
labor, anti-Russian, anti-English and of ne- 
cessity, anti-United Nations. 'The United 
Nations ideal in itself is a mature, positive 
acceptance of differences. 

It is apparent then that in this world, 
where insecurity and prejudicial reactions 
are increasing and the release of atomic 
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energy adds to the general anxiety, the psy- 
chiatrist cannot be smug and content. He 
cannot remain in his office and feel that the 
very few adults and children he may help 
toward a more integrated emotional maturity 
is his full contribution toward a more mature 
and complete society. He must -ealize that 
group therapy and inter-dependent under- 
standing in its largest sense is his responsi- 
bility. He must put into practice his own 
understanding of the emotional factors in 
education. He must participate with those 
actively working toward a breaking down of 
political and cultural isolationism—if only 
to help these groups understand psyeuolomest 
pressures and reactions. 

By this participation, it is hoped that the 
psychiatrist can really contribute to the grad- 
ual elimination of the barriers to our collec- 
tive emotional maturity so that differences ' 
can be utilized and accepted and that discrim- 
ination and its aggressive reactions become 
a rare, delimited and curable disease. 
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CONVULSIVE SHOCK THERAPY IN PATIENTS OVER SEVENTY 
YEARS OF AGE WITH AFFECTIVE DISORDERS ' 


C. B. WILBUR, M.D. anp A. FORTES, M. D? 


The value of convulsive shock therapy in 
affective disorders was first reported by Ben- 
nett in 1933(1). Since this time innumerable 
reports have confirmed the therapeutic value 
of the treetment. Some reports even claim 
a certain specificity in the therapy of af- 
fective disorders. 

Reports of the use of convulsive shock 
therapy in the aged are few. Robinson (2) 
in IQ41 reported a series of patients, all 
over 60 years of age, 16 of whom were 
treated with convulsive shock therapy. Of 
these 16 patients, 14 made complete re- 
coveries and 2 made social recoveries. In a 
follow-up study made 6 months after dis- 
charge, reports were obtained on 10 of the 
original 16; 7 had remained well, 2 had re- 
lapsed and 1 had died. The oldest patient 
in the grorp, aged 84, made a sustained re- 
covery. Bennett(3) in 1941 reported suc- 
cessful results with the combined use of 


curare and metrazol in aged patients. In: 


1945 he reported (4) briefly on 25 patients 
past 70 (the oldest 83). The present report 
includes these patients in a more compre- 
hensive su-vey. 

Evans(5), reporting on a group of older 
individuals, listed 5 patients over 70 years 
of age. These individuals were not segre- 
gated in the total report. However, Évans 
suggests that convulsive shock therapy is 
not attended by undue risks in the aged. 

Mayer-Gross(6) states that electric con- 
vulsion treztment can be used without undue 
risk in the aged. He believes that the treat- 
ment is justifed by the recoveries or im- 
provement obtained. Of 76 cases in his 
report, I4 were over 70 years of age. 

Althougk older patients and patients with 
cardiovascular disease show an amazing ca- 


1 Read at the rio2nd annual meeting of The 
American Psychiatric Association, Chicago, HL, 
May 27-30, 1946. = 

From the A. E. Bennett Neuropsychiatric Re- 
search Fourdation, 415 So. 26th St, Omaha, 
Nebraska. 

2 Resident in Psychiatry from the Clinic of Dr. 
Samuel Ram:rez Moreno, University of Mexico. 
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pacity to tolerate the treatments well, pre- 
liminary curarization affords additional nec- 
essary protection. The definite risk of 
fractures in old, brittle bones is obviated 
by adequate curarization. This was aptly 
demonstrated by the case of a patient not 
included in our group, 68 years of age, who 
was unduly resistant to curare and obtained 
no obvious muscular relaxation from the 
injection. Electroshock was nevertheless ad- 
ministered and the patient sustained a com- 
pression fracture in the thoracic spine. 
Patients with serious organic’ complica- 
tions in addition to cardiovascular disease 
have also been successfully treated, as re- 


TABLE I 


DIAGNOSES 


No. of 
patients 


Diagnostic classification: : 
Manic-depressive psychosis, maric phase. 3 
Manic-depressive psychosis, depressed 

DUA user vas Hesse nannies we aa RUN 4 
Agitated depression (involutional type). 14 
Senile depression .............. lese 6 
Reactive depression ed oceveshb Ur EVER 3 


ported by Bennett(7) in 1944. Curare modi- 
fication has, therefore, made possible the 
treatment of individuals with disabling af- 
fective disorders complicated bv organic dis- 
ease or defects connected with age. 

In this study all case histories of patients 
70 years of age or older; who had been 
treated by convulsive shock therapy were re- 
viewed and 30 cases of affective disorders 
were collected.? The presenting diagnoses 
are shown in Table I. Many of these pa-- 
tients were referred by physicians with a 
diagnosis of organic brain disease or senile 
dementia. The age range is shown in Table 
LL 


3 These patients were observed in the psychiatric 


department of the Bishop Clarkson Memorial Hos- 
pital, service of Dr. À. E. Bennett. 
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TABLE Ii 
AcE DISTRIBUTION 
No. of 
Age patients 
FO aha ache Cee aaa 4 
rA Ee ee eee E 7 
TO cee tan sees aie 3 
KA ee DRE 3 
74 nnn 2 
j| ue CER 3 
D nies d Poa ie a a 2 
rE Serer eee ae ds d aod cen Ro ur A 2 
TO eich TUR ROTE E E EEEE 2 
BU oru idealo tbe c I 
Ba bestes seti totos I 
Total 22s ie pacis 30 


Not one patient in the total group tailed 
to have some complicating organic disease. 
To be sure, 4 of the 3c patients suffered 
from. arteriosclerosis alone, but 26 had 2 or 
more organic diffculties. Table III is a 
survey of these complications. 


TABLE II 
CoMPLICATING ORGANIC DISEASES 
` No. of 
Disease pztients 
Cardiovascular diseases: 
Arteriosclerosis ............ enne IO 
x. wPLYPERICNSION. SuakbplRvésh e ieUisevss I2 
Heart disease 22 Cisco t4 ea ecce 7 
Renal arteriosclerosis ................. I 
Peripheral vascular diseases. ........... 4 
Surgical lesions: 
Lefha 2lvpere3 e x 9 Ca NP n 2 
PIVGLOCEG TEET EEE EET RF VER tines I 
Tumors, including carcinoma. .......... 3 
Respiratory diseases: 
Chronic: bronchitis: 1... eren I 
Gastrointestinal diseases: 
Cholecystitis ....... ——— m 2 
Muscular and skeletal diseases: 
ATUS 24 Scns i Vetene Ed E dA. 6 
DetforFmities (3 Soo Woes canst teases 2 
EKYOhOSIS 40555 soe cece asces eke TUER QUEE 2 
Neurologic diseases ......-..cceecccecseees 4^ 
Miscellaneous : 
Ophthalmologic diseases .............. 4 
Dermatologic diseases ................ I 
Infectlons. EE E E e MUde Prae ev E es 3 
Blood dvscrastas .......snesesssnseseo I 
Drue addiction ascose vetus vewesiveus s 


The general treatment program began with 
hospitalization. À complete history and phy- 
sical and neurological examinations were 
made on each patient. In some cases, medical 
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consultants were asked to evaluate the or- 
ganic disease and carry through necessary 
treatment. 

Curare convulsive treatment was begun 
as soon as possible. Curare dosage in these 
older patients to produce complete curariza- 
tion averaged more than 1 mg. per kilo, as 
compared with younger patients. The number 
and spacing of treatments were adapted to 
the individual case; the mininum was 3, 
the maximum 14. The average number of 
treatments in any one course was 6.5. 

During the course of shock therapy and 
frequently throughout the whole course cf 
hospitalization nutritional intake was stim- 
ulated by means of 20 units of insulin 
daily before breakfast. In all cases nutrition 
was rigidly supervised and good weight gains 
usually occurred. Patients were required to 
take part in occupational and recreational 
therapy except when mental confusion was 
severe. | 

Within 2 to 3 days after the course of 
shock therapy was completed psychotherapy 
and re-education were begun. Although 
memory defects were frequently still prom- 
inent, gross confusion had usually cleared. 
In senile patients confusion develops readily 
after a few treatments. The proper spacing 
of treatments requires close observation to 
avoid marked confusion. It.is felt that the 
development of insight is important in pre- 
venting relapses. 

Length of hospitalization varied, being 
more prolonged in those oatients who. re- 
quired. preliminary treatment for organic 
disease before shock therapy. One patient 
remained 86 days, although he received only 
6 curare electroshock treatments. The short- 
est hospital stay was that of a relatively 
healthy 74-year-old male who remained 4 
days for various examinations and then took 
treatment as an outpatient. It should be 
emphasized here that only patients who had 
previously been hospitalized and who had sut- 
fered a relapse or recurrence were treated 
as outpatients. Of the total group, only 4 
patients were thus treated. The average 
length of hospitalization for the whole group 
was 39 days. 

Duration of psychological disease did rot 
apparently affect the duration of hospitali- 

zation. One patient who had been depressed 
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for 5 years was hospitalized for 42 days, 


received 4 curare electroshock treatments 
and made a sustained recovery. The dura- 
tion of illness ranged from 1 month to 20 
years. Of the 30 patients, 13 had been ill 
for over a year, 17 for less than a year. 
Follow-up studies have been evaluated in 
' the charts in Table IV. The elapsed time 


TABLE IV 
Fotow-Up STUDIES 
No, of 
patients 
a. Immediate response to treatment: 
improved. ore vere Ex Sectess 28 — 
Not lr proved osse ves donna I 
Ped device teitacac i nak e ETE PS i 
b. Follow-up study (time lapse: 3 months 
to 64 years): | 
Sustained recoveries ............. LL. II 
Social recoveries ssc. so | eco us 3 
Recurrent attacks «26 cst eEEAWER 3 
DPA HPeS x ooo du we veis Vu adea sis ub 
Not heard fronts vescens ania e EY MS 6 
Deaths * (during treatment) ......... I 
PGE i erepti ceste Ye vist 30 


* Follow-u» data showed that 4 baden later died men- 
tally well, 3 mentally ill. 


since completion of treatment ranges from 3 
months to 6 years, 3 months. 

Of the 28 patients who showed improve- 
ment (recovery) at the time of dismissal 
from the hospital, one-half (14) had relapses 
or recurrences. Altogether, this group of 
14 patients had a grand total of 23 relapses 
or recurrences. The reason the relapse rate 
is so high is that 3 patients have had a total 
of Io recurrences ; probably true recurrences 
in that each patient has been well a year or 
more between attacks.. Many recurrences 
can be cleared up with a small number of 
treatments if the patient is brought back 
promptly, as illustrated by Case 3. Of those 
patients who made sustained recoveries, 5 
had only one course of treatment and 6 had 
relapses, were retreated and have remained 
well. 

Six patients relapsed shortly after com- 
pletion of treatment and since they did not 
return for further treatment were considered 
failures. In 3 of these cases insufficient treat- 
ment was judged a cause for relapse. In 2 
cases further treatment was obtained else- 
where, but rélapses occurred within a very 


patient, of course, 
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short time after treatment and their dis- 
couraged families institutionalized both pa- 
tients. The sixth patient was placed in the 
failure group since she could not be re- 
treated after a relapse, because of severe 
cardiac decompensation. 


CASE HISTORIES 


I. Sustained Recovery—B. O., female, age 73, 
was admitted with a history of severe depression, 
insomnia and niailistic delusions for the preceding 
3 months. She was a true pioneer, having lived 
for many years in a sod house in the Nebraska 
sand hills. Eer prepsychotic personality was of 
the cyclothymic type and this was her first psy- 
chotic episode. In view of the prepsychotic per- 
sonality type, the lack of rigidity and the absence 
of .senile signs, a diagnosis of manic-depressive 
psychosis, depressed phase, was made. Physically 
she was diagnosed as having kyphosis of the tho- 
racic spine, arzhritis, hypertrophic type, generalized 
arteriosclerosis, hypertension and arteriosclerotic 
heart disease, g-ade I. She was given 7 curare 
electroshock treatments. She remained in the hos- 
pital 43 days and made a recovery sustained for 
3 years. A recent letter from her states, "I am 
76 now and to prove to you what I am TII tell 
you what I do for pastime. I take care of 300 
hens, market their product, buy and haul home 
all the feed and other necessaries. I drive my little 
Olds wherever I want to go. I go to K . 
quite often, a distance of 50 miles. . . . ” 
developed excellent insight. 

2. Social Recovery.—A. C., female, age 73. This 
patient was acmitted with a history of severe de- 
pression at the aze of 51. Treated by an internist, 
she had recovered from the depression after one 
year but remained obsessional. Three months be- 
fore admission a severe agitated depression devel- 
oped. She had always been a very rigid person. 
In view of the rigid personality and the earlier 
involutional depression she was diagnosed as in- 
volutional depression, recurrent. Physically she was 
diagnosed as kaving hypertension. She was given 
7 curare electroshock treatments, and thereafter 
only as she showed depressive synptoms, which 
recurred until after the thirteenth treatment. Psy- 
chotherapy procured a very limited insight. She 
was dismissed zíter 57 days of hospitalization, . 
markedly improved. She was followed for several 
months, during which she gradually became ob- 
sessional but not depressed. She was considered a 
social recovery. 

3. Case of Recurrent Attacks—J. W., male, age 
71i. This patient was admitted with a history of 
periodic incapacitating depressions for 30 years, 
none of which had lasted more than a few months. 
However, this time he had been depressed a year 
and gradually became increasingly agitated and 
suicidal. Between depressions he was described 
as outgoing, with. considerable drive, a successful 


This 
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farmer and business man. He was therefore diag- 
nosed as manic-depressive psychosis, depressed 
phase. Physical diagnoses were: immature cata- 
ract, O. L., generalized arteriosclerosis, hyper- 
trophic arthritis, prostatic hypertrophy and hyper- 
tension. Hospitalized for 38 days, he received 7 
convulsive shock treatments. He made a good 
recovery and returned home. Since then he has 
returned 5 times for treatment. He remains well 
for about a year, becomes depressed and returns 
within 2 to 3 weeks after onset of the depression. 
A survey of his record shows that in the past 
5 years and 3 months he has received a total of 
38 treatments and has been aospitalized a total 
of 5 months. Now 76, he has been otherwise well 
and able to carry on his affairs. 

4. Failure—Insuffictent Treaiment—G, L., male, 
age 75. This patient was admitted with a history 
of a mild agitated depression Io years previous. 
He was treated by a psychiatrist and recovered in 
about 4 months. About one month before admis- 
sion. he again developed an agitated depression 
and became suicidal. He had always been extremely 
rigid. A diagnosis of agitated depression, involu- 
tional type, recurrent, was mace. He was severely 
arteriosclerotic and suffered from peripheral vas- 
cular disease with intermittent claudication. He 
was given 9 curare electroshock treatments during 
35 days of hospitalization. The family presented 
a considerable problem and the patient was dis- 
missed as improved but without insight. He re- 
lapsed in less than 3 weeks and was considered 
a complete failure. ` 


Eight patients have died. The patient 
who died during treatment was 7I years of 
age, had mild arteriosclerotic heart disease, 
but was making an excellent recovery from 
an.agitated depression. She took 6 treat- 
ments without difficulty or complications and 
died during the seventh. Unfortunately an 
autopsy was not obtained. Four patients 
later died while mentally well. Two others 
dying of physical disease while mentally ill 
are included in the failures. One died at 76 
while recovering from her third recurrence 
in 5 years. 
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CONCLUSIONS 


Experience with a group of 39 patients 
all past 70 shows that convuls:ve shock 
therapy is well tolerated by the aged. 

Convulsive shock therapy in the aged can 
be made more safe if curare modiacation of 
the convulsion is utilized. The o-ganic de- 
fects and diseases of old age are not neces- 
sarily contraindications for curare electro- 
shock therapy. 

Follow-up studies show that helf of this 
group of patients obtained sustained re- 
coveries or sufficient recovery to remain 
functional in society. 

Evaluation and retreatment of relapses 
suggest that prompt treatment of recur- 


-rences will produce an early remission and 


prevent prolonged hospitalization. 
No conclusions can be drawn regarding 
the death rate in this group. 
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ELECTROSHOCK THERAPY 


A Survey oF 200 Cases TREATED Over A 1 ro 5 YEAR PERIOD IN A 
PRIVATE SANATORIUM ` 


.N. K. RICKLES, M. D., SEATTLE, WASHINGTON 


This report embodies the results obtained 
in the treatment of 200 private sanatorium 
patients followed over a five year period. 
The treatment given was electroshock, either 
alone or in combination with sub-coma doses 
of insulin. In all cases an adequate program 
of psychotherapy was instituted. 

Two ` primary factors distinguish this 
group. First, as private patients they volun- 
tarily submitted themselves to confinement 
and were able to terminate their treatment 
whenever they or their relatives decided; 
and secondly, as private patients, few could 
afford the expense of prolonged care and the 
loss of time from their occupations or 
homes. 

The average sanatorium stay of the cases 
reported was 25 days, as compared with 
go(1) or more days stay in public institu- 
tions for the care of mental diseases. Sur- 
prisingly the results obtained "with the 
shorter dtration compared more than favor- 
ably with the latter. The benefit to the patient 
and family consisted in the short absence 
from work or household duties, the retention 
of all citizenship and competency rights, and 
avoidance of being labeled as an inmate of 
an insane asylum. 

This does not in any way reflect on the 
excellent care given to patients in the state 
institutions, but to the unfortunate anti- 
quated laws that still govern the disposition 
of those legally designated as insane. Until 
adequate changes are made in these laws, the 
above conzlusions remain valid and in many 
cases of prime importance. 

The cases reported included 144 women 
and 56 men, representing all types of mental 
ills, with the exception of luetic or gross or- 
ganic cerebral changes. The ages varied 
from I2 to 83 with a mean age of 42. The 
average number of electroshock treatments 


1 Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 


27-30, 1945. 
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' was 8.5 per case, the shortest being 2 and the 


longest 41. 

The acute depressed patient responded 
most quickly and the recovery rate of 8196 
was the highest of all groups. (By recovery 
is meant a complete remission, in which the 
patient is able to resume his or her normal 
place in society.) The average number of 
treatments was 7 per case with a hospitaliza- 
tion period of 21 days. 

The acute schizophrenic, either of a para- 
noid or catatonic variety, responded well, 
although in this group it was found best to 
use a combined therapy of electroshock to- 
gether with sub-coma doses of insulin. The 
average duration of confinement was 42 days 
with 68% showing good results. Shock 
treatments were -primarily used to break 
down resistive or negativistic attitudes and 
to make the patient more accessible and co- 
operative. 

Insulin treatment started with 20 units, 
increasing the dosage by 20 units each day 
until coma resulted. The dose was then 
reduced and timed so as to avoid deep coma. 
Treatment wes given 6 days a week for 3 to 
8 weeks, depending on the response of the 
patient. All the cases treated were of an acute 
nature and were seen relatively early in their 
sickness. 

In 29 instances there were recurrences and 
treatment was again instituted. Most of 
these responded to a reinforcement course 
of shorter duration than in the first series. 
I cannot see that this is necessarily a failure 
in treatment. As medical men we do not 
feel that insulin therapy in the diabetic is at 
fault when < patient who responds well, 
suddenly relapses into coma and it is neces- 
sary to institute heroic life saving measures. 
Nor do we “throw in the sponge" when it is 
necessary to redigitalize a heart patient or 
start a new course oí quinine in malaria. 
The essential, gratifying fact 1s that we now 
have an instrument available that in a rela- 


1947] 


tively short period can so alter the outlook 
of a depressed person that he can once again 
become a part of his family group. I have 
given 4 separate courses of electroshock to 
5 patients and 3 to 12 patients during a five- 
year period. None of these patients showed 
any deterioration or undue suffering from 
the therapy but on the contrary they were 
the most grateful of the series. They were 
able to live 50 weeks of each year with their 
families, retaining their normal status. isn't 
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COMMENT 


These cases have been under observation 
now for a period varying from I to 5 years. 
Letters and personal contacts with the 
former patients were used to determine their 
present mental status, the reaction to electro- 
shock therapy as to individual benefit, and to 
ascertain whether or not they would feel free 
to recommend it to patients suffering from 
the same malady. The replies were most 
encouraging. 


TABLE I 
Exrecrro-SHock THERAPY 


200 Cases Treated over a 1 to 5 Year Period 


Aver. 
Type cases No. No, hosp. 
treated treated days 
Depressions ........... 161 21 
Manic-depressives .... 49 
Agitated depressions . 64 
Cerebral arterio. dep.. II 
Reactive depressions .. 0 
Anxiety neuroses .... I2 
Involutional melan. ... 9 
Alcohol, depression .. :'7 Ma 
Schizophrenics, acute ... 39 42 
Paranoid: 220 2s 24 
Catatonic ..... eese 15 - 
'TOfal$ chen eee sees 200 25 
Average age of patients treated........... 42 
Average No. of treatments...........005: 8.5 
No. of male patients treated........ E 56 
No. of female patients treated............. 144 


this better than to break up a family group 
and place the patient in a state hospital? As 
psychiatrists we are not only treating the 
patient but the family as well. | 
Preparation of Patient.—All the patients 
were given from I4 to 3 grains of nembutal 
one hour before.treatment. In the acutely 
agitated cases, from 3 to 15 grains of sodium 
amytal was given intravenously just before 
or following the treatment. Intocostrin was 
used in muscular men and women and in the 
older patients. A simple headpiece(2) simi- 
lar in appearance to a radio operator's was 
used. It was found invariably best to start 


with a strong convulsive dose rather than: 


with a relatively small dose and then building 
up to larger doses. - I have had no fatalities or 
serious accidents due to treatment. 


No. No. ^ No. 
recoveries : failures recoveries recurrences 
I31 .— 30 8x 
44 5 89 
58 6 84 
6 5 55 
Q 0 100 
8: 4 67 
6 3 67 
4 3 60 
26 13 67 
157 43 78.5 29 
Presenting symptoms: 
Depressions «5.0 ds cave sak vances TEE bas 74 
AHON docks ik cab phawsdaeee esse aes 68 
IüsOmHl oqoolid wb dac deu esee. 64 
Recurrences: 
Fust NO: asscedes xr VERE — Aaa I2 
Second NO a. hea che ERwtesus eG I2 
"T HERO NOS ori S OR RE RU RECEN CURT 5 


There were many factors that were re- 
sponsible for the evident goodwill and free- 
dom of response to the questionnaire. First 
was the voluntary nature of the treatment 
procedure. Most patients were seen in sev- 
eral interviews at the office before confine- 
ment. A feeling of confidence and trust in 
the doctor was established. At the sanato- 
rium informality prevailed and the patient 
immediately identified nimself as a member 
of a family group. The number of treat- 
ment cases was limited to smal! groups so 
as to maintain this family relationship. 
Everything was done to have the patients 
mix with the others. A community of in- 
terest grew with each succeeding day and 
treatment, especially as each observed the 
sustained and continuous improvement in 


54. ELECTROSHOCK THERAPY 


each other. They felt that they were a part 
not only :n their own improvement but in 
helping with the problems of others. They 
also saw tn the problems of others, factors 
that were present in their own sickness and 
they subconsciously gained insight and un- 
derstanding of the mechanism of their dis- 
turbance. They soon saw that they were 
not alone in their misery and that domestic, 
economic and involutional situations have 
much in common between patients. The old 
association pathways were forgotten with 
shock therapy and new positive goals asserted 
themselves. During this period of. two 


TABLE iI 


ErEcrRO-SHOoCK THERAPY 


Survey of 200 Patients Treated over a 1 to 5 Year 


Period 
Response by patients to questionnaires........ 1946 
I. Present mental status? 
Recovered ......... 161 
Same or wOrse...... 39 
2. Fear of treatments? ' 
EE T ETE 155 
DA. waa PE NES 45 
3. Recommend treatments for others? 
NES te andiae 176 
NO nb essmerux ks 24 
4. Number of years since recovery? 
One year ........... 35 
TWO: years oues cea 30 
Three years 22x ones 33 
Four years .......... 26 
Five years .......... 24 


weeks, visitation with relatives was dis- 
couraged—thus preventing any tormes as- 
sociations to be reinforced. 

No attempt at deep deis. was 
made during active shock therapy. Reassur- 
ance and confidence in their future were the 
main themes. However, one very important 
phase was covered thoroughly. In practically 
every case the families were interviewed and 
made to see their responsibility in the pro- 
duction of the patient’s illness. In many in- 
stances severe emotional conflicts were 
found in the relatives that could also be 
reached and corrected. Sociological factors 
whenever possible were changed and. bet- 
tered. 

When the patient was discharged, the 
family and patient were again seen and the 
necessity for follow-up therapy at the office 


.acute presenting symptoms. 
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was stressed. This was of utmost impor- 
tance. First, it helped the patient to adjust 
to the change and stabilized the patient and 
family, knowing that someone in whom they 
both placed a great deal of trust was inter- 
ested in their:future; and it reassured the 
patient on many of the confused mental 
processes that shock therapy produces, such 
as memory losses, etc. 

Intense psychotherapy was started 1n suit- 
able cases. In others a follow-up was main- 
tained for continued observation and reas- 
surance and a sincere attempt was made to 
eradicate the factors instrumental in bringing 
about their emotional conflicts. A dietician 
saw all cases where there were any sug- 
gestive nutritional disturbances and made the 
necessary dietary corrections. 

I have made no attempt to classify these 
patients when first seen, beyond noting the 
When depres- 
sion and agitation predominate, I know that 
good results will be obtained from shock 
therapy. Psychiatric diagnosis can be at- 
tempted later, after proper study of the . 
patients and when they are most accessible 
to psychotherapy. It is surprising how many 
mixed cases are seen and how often with an 
unbiased approach an ‘early impression is 
altered. It is for this reason that a more 
flexible approach should prevail in the first 
few interviews and in treatment. 


SUMMARY AND CONCLUSIONS 


The total approach to the treatment of the 


acute psychotic should embody not only the 


active phase of the treatment, with a com- 
plete physical and laboratory study, but a 
thorough study, of the patient in relation- 
ship to his environment. This necessitates 
an intimate understanding on the part of 
the physician of the personzlities of the 
entire family group. A human yet scien- 
tific approach ‘incorporates tke philosophy 
and friendliness of the old family physi- 
cian with the dynamic interpretation and 
understanding ‘of modern psychiatry: a 
personalized service adaptable to the indi- 
vidual and his family instead of a detached 
impersonal attitude that is so prevalent in 
large institutions and that would become 
more so in so-called Socialized Medicine. 

A five-year follow-up program on 200 
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cases which followed such a program has BIBLIOGRAPHY 

been studied and presented. The recovery 1. Biennial report of Western State Hospital 
rate under this procedure has been extremely from Oct. I, 1944 through Sept. 30, 1946. Page 18. 
high and has been maintained over a period 2. Clinical Notes, Am. J. Psychiatry, 100:709 
of I to 5 years in 80% of the cases. (March 1944). 


SUB-COMA INSULIN AND PENTOTHAL SODIUM AS AIDS TO 
PSYCHOTHERAPY * 


H. G. STRATTON, M. D., Toronto, Our, G. E. HOBBS, M. D., AND 
H. B. CARSCALLEN, M. D., Lonnon, Our. 


This paper deals with the results of 6 
months experience in treating chronic 
anxiety reactions on the wards of a military 
hospital. The question of adequate treatment 
of this type of case has always been difficult 
and the results often disappointing. The 
problem has recently been emphasized by 
the number of cases developing during the 
war. We are recording our results and con- 
clusions because: (1) This chronic group 
forms an important proportion of the post- 
war disabilities; (2) It has been neglected 
from the point of view of treatment; (3) It 
fairly closely simulates the peacetime variety. 

Practically all psychoneurotic reactions 


have a common basis of anxiety. We are 


all familiar with the subjective sensations 
which indicate that emergency physiological 
body changes are taking place. We recognize 
these changes as an excellent response for 
a short term crisis, but we are also aware 
that when some emotional situation. causes 
persistence of these changes, a true disability 
may result. The anxiety-producing ideas in 
the cortex stimulate the sympathetic center 
in the hypothalamus and thus the peripheral 
autonomic system, giving rise to tachycardia, 
gastro-intestinal upset, insomnia, etc. | 

Psychotherapy, our chief remedy for this 
condition, may be aided by a symptomatic 
treatment such as sedation, and here insulin 
has proved most satisfactory. On the other 
hand, the cause of the underlying anxiety 
may be determined by direct questioning or 
by the use of pentothal. A logical conclusion 
would seem to be that a combination of the 
two aids should achieve the best results. 

In reviewing recent literature, it appears 
that the use of pentothal has received ade- 
quate attention in America, whereas the use 
of sub-coma insulin in these conditions, al- 
though long used in England, has received 
little attention on this continent. 


1Read at the r1o2znd annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 27-30, 1946. 
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Visible anxiety was the primary criterion 
in the selecticn of our cases and in the main 
our ultimate object was to assist these men 
in achieving a rapid civilian readjustment. 


CLASSIFICATION OF TYPES 


For purposes of classification the cases 
were roughly divided into 3 clinical types. 

I. Generalized or “Free Floating" Ans- 
iety.—In these cases tension, startle reaction, 
insomnia, etc.—in short the usual anxiety 
manifestation were the most prominent part 
of the picture. This group comprised three- 
quarters of the cases treated. 

2. Psychosomatic  Conditions.—Here the 
patient had centered his anxiety on an organ, 
part of the body or fear of a disease—such as 
syphilophobia. These somatic complaints were 
frequent, brt predominated in only one-fifth 
of the total group. It is our experience that 
this type of patient does not respond partic- 
ularly well to this form of treatment. 

3. Certain Types of Depression Associated 
with Marked Anxiety Features.—These were 
usually battle casualties in which a guilt re- 
action had developed. 


SOURCES OF MATERIAL 


Patients were of two main groups, viz: 
(I) overseas men; (2) home service. 

In general the former had more acute 
symptoms, of shorter duration and were ba- 
sically more stable types of personality. Their 
reaction to treatment was more prompt and 
incidence of complete recovery was higher. 


USUAL SIGNS AND SYMPTOMS ON 
ADMISSION 


Complaints were fairly stereotyped and 
for practical purposes can be grouped with- 
out excluding any of importance. The severity 
and frequency of subjective symptoms and 
objective findings are shown respectively in 
Tables 1 and 2. 
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Adjustment Previous to Service.—This 
feature is important, in that it gives an indi- 
cation of the type of psychological material 
with which we are dealing. Here a com- 
parison between overseas and home service 
men is interesting and significant. Only 35% 
of the overseas men have a history of in- 
stability in the family background, while it 
is present in 60% of the hame service cases. 
Childhood neurotic tendencies are present in 
only 30% of the overseas men, but in 72% 
of the home service group. About 20% of 
the overseas men have not previously ad- 
justed well to their occupa-ions, while 22% 
of the home service men had failed in this re- 
spect. The home service men also had mul- 


TABLE 1 
Type of symptom Total Severe Moderate 
Anxiety ............. 57 43 I4 
ANOLE: uiLieig saa 42 16 ' 26 
Inscniüid 202.9: esas 37 13 24 
Irritability «2 ees 25 II i4 
Terror dreams ....... 23 II 12 
Expressed aggression.. 16 0 7 
TABLE 2 
Type of finding Total Severe Moderate 
Palmar sweat ........ 47 24 4 23 
Tremors 11056» ro 42 IO 23 
Flushing ........... usd 16 21 
Agitation ive eus 22 9 13 
Stutter or stammer... ro 74 3 


; Natl bititigr tease sie a 7 3 4 


tiple factors in family and personal back- 
ground and gave evidence of increased 
symptoms under army conditions because of 
adjustment difficulties. 


DURATION OF SYMPTOMS 


Symptoms were present for periods vary- 
ing from 6 months to 3 years. The greater 
chronicity in the home service group has 
already been noted. 


I 


‘TREATMENT 


. Qur treatment was entirely voluntary but 
the short period involved and the en- 
thusiasm of the men already being treated 
were enough to convince the new men that 
it was worth a trial. Once on the ward an 
outline of the treatment was given and the 
patient was encouraged to discuss his symp- 
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toms with the physician. He was given a 
simple explanation of the origin of the symp- 
toms using Cannon's work on the physiology 
of fear as a working basis. The formation . 
of the vicious cycle causing persistence of 
symptoms after removal of the original cause 
was explained, and the róle of insulin in 
breaking this cycle was described. 

- A complete physical examination followed, 


.and any heart-conscious men were reassured. 


Two or 3 days later a detailed personal his- 
tory was taken, and here was the first of 2 
places where pentothal was considered. If 
the man had true amnesia of a painful ex- 
perience, this treatment was recommended. 
In any case the possibility and danger of 
repressing memories were explained, and the 
impossibility of forgetting was stressed. It 
was emphasized that he must accept any 
experience as something which had happened 
and was now past. He was also warned that 
when relaxed, perhaps when dropping off to 
sleep, parts of these experiences might come 
to mind, and it was explained that once the 
experience had been recalled in full it was 
not likely to recur. 

Week-ends were used as testing periods, 
The patient was urged to go home and any 
difficulties encountered were discussed on 
his return. The enthusiasm of parents and 
friends over improvement was an aid to his 
realization of the progress. 


INSULIN TREATMENT 


Insulin was used routinely in all cases, the 
number of treatments varying from 9 to 13. 
Treatment was started the day after ad- 
mission and the initial dosage was 20 units, 
increasing 10 units a day depending on the 
reaction of the patient. It was not found 
necessary to go above 70 units in any case 
to obtain satisfactory improvement. No 
breakfast was allowed before treatment. In- 
sulin was given at 7.00 a.m. by the nurse and 
treatment terminated at 10.00 a.m. by glu- 
cose drink and food. | 

During the treatment period the ward was 
kept as quiet as possible and was darkened 
sufficiently to promote relaxation but yet not 
enough to interfere with observation. At 
all times the patient was kept im bed and 
under supervision of trained personnel—a 
trained nurse on the ward and a physician 
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immediately available. Emergency equip- 
ment was always.ready but with the dosage 
used it was needed: only 3 times. A short 
conversation was held with each man at the 
termination of his treetment. Improvement 
was mentioned and any new subjective symp- 
toms exp-ained. 

Afternoons were kept as interesting as 
possible with occupational therapy and group 
activities. This period was also used for 
psychotherapy. ! 

Treatment was carried out only 5 days a 
week and Monday's dosage was not increased 
over that of the previous Friday. It was in- 
teresting to note that alcohol and benzedrene, 
even in small quantities, seemed to increase 
greatly tke reaction to treatment the fol- 
lowing day. 

Througaout the treatment every effort was 
made to maintain a cheerful, confident at- 
mosphere. Here the nurse played an im- 
portant role and was therefore carefully 
chosen. The patients soon entered into the 
spirit of things and were a great help in 
building the morale of new arrivals. Twelve 
patients would appear to be the optimum 
number for one doctor, but with the turn- 
over every I2 to I4 days, this was con- 
sidered practical. 


PENTOTHAL 


The first indication for pentothal was 
mentioned during the taking of the complete 


history, namely when recall of points of 
The second was 


history was impossible. 
when, during treatment, a plateau of im- 
provement was reached or progress was not 
up to expectation. It was given as soon as 
indicated, and on an afternoon following 
insulin treatment. 

The usual procedure was followed, 2.e., I 
cc per minute given to the stage of mild 
euphoria. The patient was then taken through 
his experiences in detail. If this did not pro- 
. duce any new information, he was simply 
asked to recount his most frightening and 
worst experience. Frequently this revealed 
hitherto repressed material. Immediately 
after termination of the pentothal, the patient 
was asked to recount his experiences while 
fully conscious and, when necessary, key 
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ideas or names were supplied. In this way 
poorly organized material was systematized. 

The results have proven to be beneficial 
in the majority of cases and in two instances 
severe stuttering disappeared on the termina- 
tion of pentothal treatment. 


PSYCHOTHERAPY 


This, of course, was the actual treatment 
and the continual cheerful, confident atmos- 
phere played an important part. From the 
daily short interview at the termination of 
treatment, the need for additional interviews 
was determined and usually alternate days 
proved to be sufficient. To help the patient 
realize his responsibility in the treatment, he 
was urged to request his own interviews and 
to discuss problems as they arose. 

There were,3 longer periods; first on ad- 
mission, second the complete history and 
third about 2 days before discharge. In the 
latter talk certain mental hygiene principles 
were outlined: (1) The absolute inability to 
forget was explained and the common sense 
and necessity of accepting events that have 
happened in the past, no matter how unpleas- 
ant they were to face, were pointed out. 
(2) Patients were reminded how to relax. 
(3) They were instructed on the advisability 
of regular habits end sufficient sleep. (4) 
They were given suggestions on using up 
excess energy in physical activity. (5) We 
stressed the necessity of meeting problems 
and difficulties as they arose, rather than 
avoiding them by developing a neurotic re- 
action. (6) This led to a discussion of future 
employment and. the probability of restless- 
ness developing in the readjustment to ci- 
vilian life. “7) Hobbies and other methods 
of utilizing spare time were outlined. 

Obviously 10 days treatment cannot com- 
pletely cure a condicion of 2 years’ duration, 
but we believe the short term treatment mini- 
mizes dependency on the doctor and prevents 
hospitalitis. We pointed out how they con- 
tributed to their own cure with our sugges- 
tion and guidance, ànd indicated how they 
could continue to improve by using the facts 
they had learned. They were made to realize 
that their future was their own and that 
they alone were responsible for it. 
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EsTIMATION or RESULTS 


For purposes of classification, the results 
of treatment have been divided into 4 groups: 
(1) Good— disappearance of subjective com- 
plaints and objective signs, 38 cases (6390) ; 
(2) Faw—subjective complaints gone, but 
some evidence of slight tension such as oc- 
casional flushing or excess perspiration, I4 
cases (2396) ; (3) Mild—diminution in sub- 
jective complaints and objective findings, 6 
cases (10%); (4) Poor—no improvement, 
2 cases (3%). 

As expected, the incidence of complete 
recovery was much higher in the overseas 
group. In several cases of home service per- 
sonnel, although superficial anxiety had been 
overcome there was a basic tendency toward 
neurotic symptoms and over-reaction to 
stress which would respond only to other 
and longer types of psychotherapy. 


SUMMARY AND CONCLUSIONS 


I. The technique of combined sub-coma 
insulin and pentothal narcosis in the treat- 


H. G. STRATTON, G. E. HOBBS AND H. B. CARSCALLEN 5C 


ment of 60 consecutive cases of prolonged 
anxiety was explained and the results ana- - 
lyzed. 

2. Especially encouraging results have 
been obtained where the anxiety reactior 
has been superimposed upon a previously 
stable personahty. 

3. Although the superficial anxiety is usu- 
ally all alleviated, if there have been long- 
standing emotional conflicts, more prolonged 
psychotherapy is usually necessary to in- 
fluence them seriously. | l 

4. Sub-coma insulin and pentothal should 
be looked upon as primarily supportive mea- 
sures, but definitely serve to promote re- 
laxation and to make the patient more recep- 
tive to psychotherapy. 

5. It is felt that this form of treatment 
is practical in cases of prolonged anxiety 
reaction in civilian practice and is especiall- 
applicable to the treatment of this type of 
case on the wards oi a general hospital. 


THERAPEUTIC PEDAGOGY 


A NEUROPSYCHIATRIC APPROACH IN SPECIAL EDUCATION * 
ALFRED A. STRAUSS, M. D., NonrHvitLE, Mica. 


tE 


Special education can be defined as “a 
program of education adapted to the educa- 
tion of exceptional children” (Heck). Ac- 
cording to Elise Martens, “the fundamental 
principle involved is that each child shall be 
educated in keeping with his capacities, lim- 
itations end interests, looking toward the 
happiest adjustment he can make in life and 
the most constructive he can bring to 
society." 

The progress in the field of special educa- 
tion, since Itards’ attempt, nearly 150 years 
ago, to teach an idiotic child the principles 
of understanding life and the habits neces- 
sary to adjust to society, has been tre- 
mendous. Yet every day brings new evi- 
dence of the need for special provisions for 
handicapped children in our school systems. 
Psychiatrists have been called upon to diag- 
nose and recommend treatment programs in 
cases of behavior problem, psychopathic, and 
psychotic children. Neurologists have dem- 
onstrated interest in the problems of the 
epileptic, the palsied and in some instances 
the brain-injured child. Beyond the diag- 
nosis and professional advice regarding spe- 
cific therapeutic procedures in serious handi- 
caps of exceptional children our profession 
has not entered the field of education proper. 

One may state that this situation is cor- 
rect. On the other hand, one should 
proudly recall that the early contributions 
in the field of special education came from 
physicians and psychiatrists. Itard was a 
physician for the deaf; his successor Seguin 
was a neurologist and psychiatrist. Samuel 
Gridley Howe, who did so much for the 
blind and the feebleminded, was a physician ; 
Decroly and Montessori were psychiatrists, 
and one could add the names of many more. 
Physicians and psychiatrists not only lent 
their knowledge to effect behavioral adjust- 


1 Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 

From the Wayne County. Training School, 
Northville, Michigan, Medical Superintendent, 
Robert H. Haskell, M. D. 
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ments within the school situation, but they 
contributed to academic training as well. 

Let us consider for the moment the class- 
room situation. Any child experiences at 
least 8 years of schooling during which two 
main requirements are asked of him; first 
adjustment to and growth in a particular en- 
vironment of social living, and second, ac- 
quisition to the extent of reasonable facility, 
of fundamental skills in the three R's. Ali 
other subjects are superstructures raised on 
these foundations or enlargements of these 
basic units. 

Leading the mind to mastery of the aca- 
demic skills rests with the teaching profes- 
sion. However, in cases of physical handi- 
cap the teacher seeks assistance from other 
professions. The crippled child receives 
orthopedic care to improve the motor ability 
necessary for writing and other manual ac- 
tivities; the child who is deaf or hard of 
hearing receives a hearing aid to teach him 
the significance of communication by sound 
and language; the partially blind receives 
optic aides so that he can appropriate the 
instructional material. A large number of 
cerebral palsied and brain-injured retarded 
children need special aid to overcome the 
mental peculiarities which are the sequela 
of brain lesion. 

To cite an example, outstanding pathologi- 
cal symptoms in the general behavior of 
brain-injured children are hyperactivity, dis- 
tractibility, disinhibition and restlessness. 
This driveness is organic, does not yield to 
psychotherapeutic procedures, impedes the 
child’s adjustment to the learning situation 
and obstructs his acquisition of the basic in- 
struction. As an ultimate resort these chil- 
dren are referred to the attention of the psy- 
chiatrist. What can be done to alleviate the 
pathological behavior manifestation of these 
children? 

If we establish a separate classroom, such 
as the one for brain-injured deficient chil- 
dren at the Wayne County Training School, 
and the one for cerebral palsied children in 
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a public school—the Harvey Lowrey School 
in Dearborn—we can create a “therapeutic 
milieu" which is still a classroom and in 
which children can be taught in a group 
situation. Such a classroom is especially 
planned. All external distractions are either 
entirely removed or greatly diminished. No 
decorations are on the walls, the windows 
may be painted half-way to eliminate outside 
stimulation. The group is small (12 chil- 
dren 1s considered a maximum) and the 
room is very large so that each child can 
work at his own desk in not too close prox- 
imity to his schoolmate. Some children may 
work better when facing the wall, and in 
some instances the desk removed behind a 
hospital screen will give the child the neces- 
sary relief from external stimulation. 
Within a few days the children recognize 
that all these changes are not a punishment 
procedure but part of. a therapeutic environ- 
ment. Their accomplishment increases, their 
interest in academic work is heightened, and 
since they now can learn, they are no longer 
the center of difficulties within the group. 
The more real knowledge and understanding 
of academic work the less prominent be- 
comes the general disturbance of disinhibi- 
tion. Comments regularly made by the chil- 
dren run like these: "I like it in this class 
because I can learn—I just couldn't stand 
so many kids in the other class.” "May I 
sit behind the screen, I can work so much 
better." "May I sit at the desk against the 
wall, I get more work done.” We must 
strongly emphasize that these arrangements 
do not produce withdrawal, autism or man- 
nerisms because the brain-injured child, as 
any normal child, needs social contacts, en- 
joys group living, and returns to his group 
as soon as he feels himself no longer dis- 
turbed by the presence of other children. An 
academic success means much to these chil- 
dren who have had unpleasant experiences 
for one or many years before coming to this 
special class. All were considered difficult 
problems, "headaches" so to speak, for teach- 
ers and school administrators. Their lack 
of response to academic material, their dis- 
ability in learning, was all the more puzzling 
since many of these children possessed a nor- 
mal, or even above normal, intelligence. 
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More specific assistance can be given in 
the acquisition of academic learning by aid- 
ing the brain-injured child in the various 
fields of perceptual disturbances and in the 
motor field. Many of our devices, cr, as the 


. children call them, “gadgets” or “machines,” 


are constructed to demonstrate through ac- 
tual manipulation the fundamental processes 
of counting, writing or reading. For ex- 
ample, a child has not learned to count. The 
ability to determine the number of units in 
a group has not been achieved, either by 
practice with dot configurations or by point- 
ing to the ‘objects. The neuropsychiatrist, 
knowing developmental neurology, advises 
the teacher to construct a small frame stand- 
ing upright. From the upper edge of the 
frame hang blocks on strings. The child 
grasps each block in sequence, at the same 
time saying the number name. Within a day 
his incoherent and inaccurate counting has 
disappeared. With his physical grasping of . 
the blocks, he has for the first time mentally 
grasped the relationship of isolated units 
combined in a series. From then on he 
progresses with more elaborate prcblems of 
counting. Was this a trick? No. Develop- 
mental neurology tells us that in the matura- 
tion of coordinated movements grasping an 
object is geretically earlier developed than 
pointing to an object. 

Here is another example in which neuro- 
psychiatric thinking has helped. It is known 
that abductive movements of the arm and 
hand are more easily coordinated and more 
forceful than adductive movements. By be- 
ginning the teaching of writing with letters 
which are formed only by abductive move- 
ments.as, "m," “n” or “r,” rather than the 
letters, "a," "p" or "c," many a child has 
learned within a few days the beginnings of 
Writing after weeks of vain struggle and 
frustration. 

A number of brain-injured children are 
left-handed due to the fact that a right 
hemiplegia occurs more often than a left 
hemiplegia, and slight residuals from such 
motor handicap are often unrecognized. A 
neurological examination reveals the diag- 
nosis. The change from left-handedness to 
right-handedness, in most instances, im- 
proves the child’s reading disability and com- 
plete unresponsiveness to writing zs well. 
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The iollowing case history may illustrate 
our viewpoints: 


Robert, a white boy, 10 years of age, was ad- 
mitted to the training school because of severe mis- 
conduct attested to by parents, teachers and police 
department, and because of a serious learning dis- 


ability. The diagnosis of brain-injury was estab- . 


lished by the history of probable birth trauma, 
several accidents resulting in possible head’ injury, 
a positive neurological examination, and an abnor- 
mal electroencephalogram. This boy, previous to 
admission, had been examined by various psycholo- 
gists, neurologists, and child guidance clinics be- 
cause of his cruelty, his lack of discipline, his de- 
structiven2ss in the community, his lack in learning 
all academic fundamentals, with particularly severe 
reading d:sability. Because of his intelligence quo- 
tient above 80, the teachers were especially puzzled. 
The diágnosis was psychopathy or social malad- 
justment resulting. from unfavorable familial con- 
ditions; brain-injury was suggested as a possibility. 
The first few months in the training school gave 
ample proof of the correctness of all previous state- 
ments in regard to this boy's misbehavior and 
learning disability. 

Our first examination revealed in addition to the 
facts already known, left-handedness, organic dis- 
tractibility, erratic behavior on our tests specific for 
brain-injucy. We suggested a special educational 
program according to our findings. After several 
months of attendance in the special class the be- 
havior disturbances in school have all but disap- 
peared, ard his adjustment to group living in the 
cottage has markedly improved. He has learned as 
much as a normal child would accomplish in the 
same amount of time. We reported our findings to 
the administration as follows: “Robert has, accord- 
ing to history, certain experiences which may have 
caused brain-injury. The family history fits into 
this diagnosis—parents and siblings are of normal 
intelligence. Other factors corroborating our diag- 
nosis are the positive neurological findings, abnor- 
mal electroencephalogram, and the results of our 
specific psychological tests. Against the diagnosis 
of brain-injury speak the statements by other physi- 
cians and psychologists who wish to explain the 
extreme misbehavior as a result of constitutional 
inferiority, psychopathy, and environmental! farnilial 
influences, We cannot refute those statements be- 
cause we ceel that they are correct. The question, 
however, remains if there is an additional factor of 
brain-injury, and how much weight should be at- 
tributed to thts factor. We have always maintained 
that brain-injury is only in rare cases the sole fac- 
tor responsible for personality disturbances; how- 
ever, we attribute to brain-injury more clinical 
valence than others. do. We, therefore, feel that 
the presen- success in the academic situation is due 
to the dizgnosis and the application of therapeutic 
pedagogy in a case of brain-injury.” 


To summarize our ideas on a neuropsy- 
chiatric approach in special education, we 


-present tne following points : 


I. There are children in the group of ex- 


THERAPEUTIC PEDAGOGY 


tional children. 
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ceptional children who need neuropsychiatric 
attention in the area of academic learning 

2. Establishing a special classroom, the 
creation of a “therapeutic pedagogica! 


. milieu" within the school system may some- 


times be necessary. | 

3. Therapeutic pedagogy is not a substi- 
tute for, or a replacement of, other method: 
or procedures in special education. Childrer 
who neec therapeutic pedagogy spend < 
period of a few months to several years ir 


. this special academic unit. They receive the 


benefits of 2 reduced school curriculum anc 
an intensided teaching schedule for acquisi- 
tion of fundamental academic skills. 

Just as physiotherapy is specialized train- 
ing in motor activity, therapeutic pedagog) 
is additional specified trainicg in the field ol 
basic academic learning. 

4. At this time therapeutic pedagogy ha: 
proved valuable in the academic training 
of brain-injured children of the following 
types: the cerebral palsied child, the mentally 
retarded child, the deaf child, and the chilc 
with behavior maladjustment. Its efficacy ha: 
been shown in the whole range of educable 
intelligence from subnormal to above normal 

5. The neuropsychiatrist possesses the 
necessary knowledge and: professioral ex 
perience to assist teachers trained in the 
methods of therapeutic pedagogy in the 
solution .of problems arising in educating 
these types of children. 

We may lead the discussion a little furthe: 
and ask why we stress the importance o! 
academic learning in the group of excep 
If behavior adjustment: 
could be achieved by lessening the burden of 
academic learning, would that not be prefer- 
able? We believe that a minimum proficiency 
in academic skills must be expected from 
everyone in our present-day civilization 
This minimum requirement, however, shoulc 
be achieved with the greatest ease and witl 
least frustration. 

Althouga our methods have helped only : 
relatively small group of the total group ol 
exceptional children, we have indication: 
that more intensive investigation and more 
research would enlarge this group by in- 
cluding many children of the so-called mal- 
adjusted, neurotic, or psychopathic type. We 
know that the same methods presented here 
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would not apply for such a larger group, but 
the philosophy underlying therapeutic peda- 
gogy would remain the same. Ten years ago 
we defined therapeutic pedagogy in a book of 
the same title as follows: ` 


Therapeutic pedagogy has as its goal the educa- 
tion of children who suffer from retardation or dis- 
turbances in their development. Therapeutic peda- 
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gogy is based on medical knowledge of the causes 
and treatment of physical and mental defects in 
childhood. Therapeutic pedagogy comprises all 
methods which have as their goal a rehabilitation 
and harmonious development of capacities and apti- 
tudes, physical as well as mental, of children and 
adolescents, crippled, blind, deaf, feebleminded, and 
psychopathic, from the point of view of establishing 
the necessary social habits which society at large 
expects. 


COMMENT 


JOURNAL BIOLOGY 


The first issue of THE AMERICAN JOUR- 
NAL OF INSANITY, “edited by the officers of 
the New York State Lunatic Asylum, 
Utica,” is dated July 1844. It was the first 
psychiatric periodical in the English speak- 
ing world, and founded and initially financed 
by Amar:ah Brigham, the newly appointed 
superintendent at Utica, who provided most 


of the contents of the first few numbers. The. 


JOURNAL was a thin octavo brochure, each 
number to contain 96 pages and to be pub- 
lished quarterly. The subscription price was 
one dollar a year. 

It is of interest to note the contents of this 
first issue of the JouRNAL. It opens with a 
“Brief Notice of the New York State Luna- 
tic Asylum at Utica,” with an illustration of 
the building. During the first 18 months 
operation 433 patients were. admitted, of 
whom 123 were discharged recovered. Re- 
ferring to the earlier New York Hospital in 
New York City, opened in 1791, the editor 
quotes The Medical Repository for 1807 to 
the effect that “the Lunatic Asylum of New 
York does honor to the city in which it 
stands, azd the country to which it belongs. 
It is believed that the proper discipline can 
be established among the maniacs, without 
the use of the whip.” 

Next follows a scholarly 38-page article, 
"Insanity—lllustrated by Histories of Dis- 
. tinguishec. Men, and by the Writings of 
Poets and Novelists,” 
to Walter Scott. Such notable case histories 
as those cf Tasso, Cowper, Cruden, George 
III. are discussed in some detail; and the 
psychiatry of Shakespeare is extensively re- 
viewed, The writer suspects that Shake- 
speare may have made his observations in 
Bedlam Hospital, and he sides with those 
who believe that Hamlet’s madness was real. 

An early example of the psychotherapeutic 
letter is reproduced. Sir James Mackintosh 
wrote under date of Feb. r8, 1808, to a 
clergyman friend on the recovery of the 
latter from a mental illness. In many re- 
spects the letter sounds quite modern. It 
suggests mental hygiene and prophylactic 
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ranging from Homer. 


measures and is directed in particular to 
morale building. The letter concludes as. 
follows: “May you, my dear friend, who 
have so much of the genius of Tasso and 
Cowper in future escape their misfortunes— 
the calamities incident to under sensibility, to 
grand enthusiasm, to sublime genius, and to 
intense exertion of intellect.” | 

One section of the JOURNAL contains the 
abstracts of 1o interesting case histories, 2 of 
them of med:co-legal import, doubtless rep- 
resenting patients at the Utica Asylum under 
Dr. Brigham's care. 

He also makes à noteworthy comment on 
“Asylums Exclusively for the Incurable In- 
sane.” To correct the evils of the poor- 
houses and an grounds of economy certain 
individuals had proposed that “public asy- 
lums should be built on a cheap plan, solely 
for those supposed to be incurable." Brig- 
ham vigorously opposes this proposal and , 
enumerates its disadvantages. Similar sug- 
gestions have been heard from time to time 
down to the present day and Brigham’s com- 
ments are still pertinent. He feared that the 
establishments contemplated would be little 
better than the poor-houses they were in- 
tended to replace. 

This first number closes with some statis- 
tics relative to the number of insane sup- 
ported at public or private charge in the 
United States and certain European coun- 
tries, together with data concerning the hos- 
pitals in the several states and a few brief 
notes and items of news. It is recorded that 
as of 1840 in 26 states, 3 territories ( Florida, 
Wisconsin, Iowa) and the District of Co- 
lumbia there were 17,457 hospitalized mental 
patients representing a total population of 
17,069,453 (1 to 977). 

Among the news items are mentioned the 
death at Leipsic of Heinroth at the age of 
70, and the establishment by Baillarger, 
Cerise and Longet at Paris of a bimonthly 
journal, the Annales M edico-psychologiques. 

From 1844 to 1894 the AMERICAN Joun- 
NAL OF INSANITY was edited and published 
at the New York State Hospital at Utica and 
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was the property of that institution. In the 
semicentennial year the Association pur- 
chased the JOURNAL from the managers of 
the Utica State Hospital and it continued as 
the official organ of the Association, appear- 
ing four times a year. 

The soth annual meeting was memorable 
for the famous scolding administered to the 
.membership by the guest speaker Weir 
Mitchell. It appears in full in the volume of 
Proceedings which was published separately. 
This volume contains a group of contribu- 
tions surveying the achievements and per- 
sonalities in psychiatry during the preceding 
50 years. 

At the 77th annual meeting in Boston in 
I921, coincidentally with the name change 
whereby the American Medico-Psychologi- 
cal Association became the American Psy- 
chiatric Association, the JOURNAL was re- 
christened the AMERICAN JOURNAL OF Psy- 
CHIATRY. At this time the Association which 
began its existence with the “Original Thir- 
teen” founders has enrolled somewhat over 
rooo members; and the JOURNAL, the first 
volume of which (1844-1845) numbered 386 
pages, had grown in the 78th os Moers 
1922) to 725 pages. 

The year 1921 was notable for the Eee 
tion of the rooth anniversary of the opening 
of Bloomingdale Hospital as a separate de- 


partment of the New York Hospital ar- 


ranged by the superintendent Dr. William L. 
Russell. One of the distinguished speakers 
on this occasion was Dr. Lewellys F. Barker 
who gave an address on "The Importance 
of Psychiatry in General Medical Practice." 
Dr. Barker listed. 8 reasons for the general 
practitioner's lack of interest in, or even 
aversion to, psychiatry. His address will 
repay re-reading (abstracted in the Jour- 
NAL, July, 1921; published in full in “A Psy- 
chiatric Milestone," the official volume com- 
memorating the centenary ). 

With volume 84 (1927-1928) the Jour- 
NAL changed from a quarterly to a bimonthly 
publication. The editor, Dr. Edward N. 
Brush, in announcing the change and also 
the enlargement of the editorial staff, com- 
mented that his own connection with the 
JourNAL had begun just 30 years previously. 
Dr. Brush had however participated in the 


3 


COMMENT 65 


editorial work during an earlier 6-year 


period at Utica, and when he retired in 1931 


his total of 40 years on the editorial board 
far exceeded that of any other member be- 
fore or since. 

The death of Kraepelin (1856-1926) 


called forth from Dr. Adolf Meyer in the 


April 1927 number, both a critical survey of 
Kraepelin’s work and a generous tribute to 
the versatile genius of this great German 
psychiatrist whose last thoughts before death 
concerned the fortunes of his Forschungsan- 
stalt in Munich. His appeal to the Rocke- 
feller Foundation for support was granted. 
When Dr. Brush retired from the editorial 
chair in 1931, he wrote as his valedictory in 
the May issue an excellent 10-page review 
of the history of the JOURNAL from its found- 
ing by Amariah Brigham, who died at the 
early age of 50, after only 5 years as editor. 
Having first become associated with the 
JounNAL in 1878, Dr. Brush’s remarkable 
memory of psychiatric developments in 
America down through the years lent great 
interest and value to his recollections, and it 
was hoped that a series of historical articles 
might come from his pen. Unfortunately he 
survived as editor emeritus only 2 years. 
Biographies, with portraits, of the 7 
former editors by Richard H. Hutchings and 
William Rush Dunton, Jr., together with a 
survey by Dr. Dunton of the JouRNAL’s first 


hundred years, recording the changing com- 


plexion of subject matter as new interests, 
discoveries and procedures demanded atten- 
tion, will be found in the Centennial Anni- 
versary Issue published in 1944. 

With rapidly increasing Serpe of 
the Association during the third quarter of 
its first century, and an ever widening range 
of contributors, the bulk of the Journa had 
correspondingly enlarged. The last volume 
edited by Dr. Brush (1930-31) had reached 
1086 pages. 

The annual volumes, when bound, had be- 
come unwieldy; the 1940-41: volume ran to 
1520 pages, almost a 50 percent increase in 
IO years. On this account, and looking for- 
ward to the time when it would be desirable 
to increase the frequency of issue, the pres- 
ent format was adopted in I941, a change 


that has proved advantageous in many ways. 
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At the Council meeting in December 1946, 
authority was granted for placing the Jour- 
NAL on a monthly basis, and for engaging an 


assistant in the editorial office. Through the - 
kind cooperation of Mr. Davies a very capa- 


ble and experienced editorial assistant was 
secured in the person of Miss Martha V. 
Lavell, who came on the staff early this year 
and has already taken over a considerable 
share oi the editorial responsibilities which 
have inevitably mounted year by year. 
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. With the staff thus reinforced the change- 
over to the monthly schedule will now be 
possible and will begin with the present vol- 
ume. Circulation of this issue will reach 
5,816, of which ccnsiderably more than one- 
fifth (1,293) are paid nonmember subscrip- 
tions. We trust tne increased frequency of 
the JoURNAL’s appearance will be welcome 
to its readers and that its usefulness will 
thereby be enhanced. 


NEWS AND NOTES 


THE 1947 Soctran Work YEAR Boox.— 
According to the 84 experts who have con- 
tributed to the 1947 Social Work Year Book, 
social services of various types are being 
greatly expanded in the United States. 
There has been marked growth in such fields 
as health, education, recreation, and, of 
course, services to veterans. The public has 
been shocked out of its former apathy toward 


mental hygiene problems, as a result of war, 


experiences; and much-needed reforms in 
mental hospitals through the "overdue" ac- 
tivities of laymen's organizations may now 
be anticipated. 

An awareness is growing of the necessity 
for making. social services available to all 
people in all economic groups. There is 
widespread agitation for health security for 
all ; family agencies are offering family coun- 
seling services on a fee basis; and experts 
equipped to give advice on personal and 
family problems are found on the staffs of 
schools, churches, business and industrial 
firms, and trade unions. 
third of American adults have been shown 
by a nation-wide poll to be interested in some 
type of adult education. American cities of 
all sizes are demonstrating an unprecedented 
interest in long-range planning for recrea- 
tion. As local, state, and federal services ex- 
pand, voluntary agencies can devote more of 
their energies to pioneering and research, in 
such problems as alcoholism, for example. 

In both voluntary and governmental agen- 
cies, the shortage of trained personnel is a 
major difficulty. Although between 1930 and 
1940 the number of social workers in the 
United States increased 80%, there still 
remain 3 times as many professional posi- 
tions in this field as there are qualified people 

-to fill them. It is estimated also. that the 

nation needs perhaps 40,000 more public 
. health nurses than it has now. In spite of 
the general program of expansion, no Year 
Book contributor finds the growth in ser- 
vice keeping pace with demand or need. 

The Social Work Year Book, edited by 
Russell H. Kurtz, is published biennially by 


More than one- 


the Russell Sage Foundation, 130 East 22d 
St., New York 10, N. Y. 


REPORT OF THE NEw YORK STATE Dr- 
PARTMENT OF MENTAL Hyairene~—To the 
citizens of New York State, Dr. Frederick 
MacCurdy, Commissioner of Mental Hy- 
giene, has addressed a progress report, list- 
ing the achievements of the Department for 
the past year. He pointed out that more than 
one-fourth of the state’s annual operating 
budget is dedicated to the care of the men- 
tally ill and proceeded to inform the citizens 
how this money was spent. 

In addition, he stressed the objectives of 
the Department of Mental Hygiene as fol- 
lows: (1) more and better qualified profes- 
sional and nonprofessional personnel for the 
institutions, outpatient clinics, and adminis- 
trative offices; (2) in-service training pro- 
grams for all phases of department activities, 
from top to bottom; (3) improved food ser- 
vice, with more appetizing and nutritious 
menus and more economical use of food- 
stuffs; (4) a stepped-up program of preven- 


tion, to head off some of the flow of admis- 


sions to the hospitals; and (5) expandec 
research activities. 

Included in the report was a summary of 
proposed building projects and plans for 
medical and surgical centers at a number of 
the .state institutions. The upward trend in 
the population of the 26 mental institutions 
under the jurisdiction of the Department of 
Mental Hygiene has accelerated during the 
past year. By March 31 of this year these 
institutions were caring for a total of 105,210 
patients, an increase of 1,921 over the past 
year. 


New York Inrirmary.—In connection 
with an expansion program to meet the 
growing needs of the New York Infirmary, 
it is pointed out that this was the first hos- 
pital founded by the first woman doctor in 
the United States, Dr. Elizabeth Blackwell. 
In the 94 years since its founding, the In- 
firmary has accumulated an impressive list ` 
of "first" occasions: the first training of 
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women doctors and women nurses in Amer- 
ica; the first training of a Negro woman 
doctor; the first medical social service 
(which later became the Visiting Nurse Ser- 
vice) ; the first cancer prevention clinic any- 
where in the world. The New York In- 
firmary is proposing to construct a new 
building, to cost 5 million dollars and to be 
located between 62d and 63d Streets at York 
Avenue, New York City. The hospital will 
have 350 beds and facilities for the care of 
at least 25,000 patients a year. It will be an 
international center for women in medicine. 


OCCUPATIONAL INFORMATION ON Psr- 
CHIATRY.—A new 6-page leaflet entitled 
“Psychiatry,” by Florence L. Rome, has just 
been issued by Occupational Index, Inc., 
New York University, New York 3, N. Y. 
This pamphlet presents information on the 
growth of psychiatry, future prospects, de- 
scription of the work, qualifications and 
preparation necessary, methods of entrance 
and advancement, salary ranges, number and 
distribution of doctors already in the field, 
advantages and disadvantages encountered. 
Sources o: further information and selected 
references for additional reading are in- 
cluded. Cost of the pamphlet'is 25 cents. 
Also available at the same price are leaflets 
on the subjects of medical social work, medi- 
cal secretary, and practical nursing. 


. VETERANS ADMINISTRATION RESIDENCY 
IN PsvcHiATRY.— The Veterans Adminis- 


tration Hospital in New Orleans, Louisiana, : 


is offering a 2-year residency in neuropsy- 
chiatry. This includes work with all phases 
of psychoses and psychoneuroses as well as 
the usual types of neurological and neuro- 
surgical cases commonly found in a 500-bed 
hospital. The hospital has recently been des- 
ignated a neurosurgery center. The resi- 
dency will include 6 weeks’ graduate study 
at Tulane University School of Medicine in 
neuroanatcmy and neurophysiology. For in- 
formation write to the Chairman of the 
Dean’s Committee, Tulane University, 1430 
Tulane Avenue, New Orleans 13, Louisiana. 
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WESTERN STATE PSYCHIATRIC INSTITUTE 
AND CLINIC.— The second annual Coordinat- 
ing Conference of the Western State Psychi- 
atric Institute and Clinic was held in Pitts- 
burgh, Penna., April 10-11, 1947. The theme 
of this year's conference was the place of 
psychiatry in general medicine. General ob- 
jectives of the Coordinating Conference are 
to coordinate the concepts and services of 
psychiatry, psychiatric nursing, clinical psy- 
chology, and psychiatric social service; to 
bring together and to further the work of 
the professional personnel in these fields; 
and to encourage the mutual contributions of 
psychiatry and general medicine. 


GENERAL SEMANTICS SEMINAR.—The In- 
stitute for General Semantics will conduct its 
fourth annual seminar and workshop at 
Lakeville, Conn., from August 16 to Septem- 
ber 5, 1947. Count Korzybski, members of. 
his staff, and visiting lecture-consultants wiil 
participate in the program. The course is 
intended chiefly for those actively interested 
in the new methods of evaluation and their 
application to various fields of interest and 
work, including general and professional 
education, anthropology, psychiatry, mental 
hygiene, psychosomatic medicine, group 
work in rehabilitation, and general human 
relations. | 

The number of registrants will be limited 
to 50; applicants are expected to have some 
knowledge of the literature of general seman- 
tics. Registration fee is $50, which is cred- 
ited to the $150 tuition charge. One full and 
five partial scholarships for the course will 
be granted by the Institute. For information 
concerning the- 1947 seminar, write to 
Hansell Baugh, Registrar, Institute for Gen- 
eral Semantics, Lakeville, Conn. 


Corrections TO Marcu IÍssuE.—From 
our list of the psychiatric resources of. New 
York City, we regret that the Manhat- 
tan State Hospital was inadvertently omitted 
and the Lafa-gue Clinic was erroneously 
stated to be in the Bronx instead of Man- 
hattan, where it in fact is. 


BOOK REVIEWS 


PERSONAL ADJUSTMENT. By Knight Dunlap, Ph. D. 
(New York and London, McGraw-Hill Book 
Company, Inc., 1946.) 


Several years ago the reviewer was endeavour- 
ing to wade through some articles heavy with 
psychoanalytic terminology when he was fortunate 
enough to come across a small book with the arrest- 
ing title: “Mysticism, Freudianism and Scientific 
Psychology” by an author then unknown to him by 
the name of Knight Dunlap. Recalling the read- 
ing of this book, the reviewer was prepared to 
read with pleasurable anticipation Professor Dun- 
lap’s recently published book on mental hygiene 
entitled "Personal Adjustment.” He must confess, 
however, that he has been disappointed in some of 
the contents of this book, which consists of the lec- 
tures delivered by the author to his students in psy- 
chology at the University of California, modified 


"and elaborated for the general reader. 


In its 435 pages it purports to deal with such 
subjects as learning, studying, mental disorders, 
neurotic maladjustments, goals, readjustment, nega- 
tive practice, sex, marital adjustment and malad- 
justment, care and training of infants and children, 
various minor maladjustments, and in a final chap- 
ter it presents a critique of psychoanalysis. All 
subjects are presented concisely and in very plain, 
though at times somewhat flippant, language. The 
author frequently expresses extremely categorical 
opinions on matters which to say the least are 
still considered highly controversial. Although not 
medically or psychiatrically trained, the author 
takes it upon himself to make frequent excathedra 
pronouncements on medical and psychiatric sub- 
jects. In so far as these refer to current psychi- 
atric teaching and practice, they are neither up to 
date nor authentic. 

An experienced psychiatrist is rather surprised 
to be told that “persons who do go insane do not 
recognize their symptoms and so do not worry 
about them.” Another extraordinary statement is 
that “there is as yet no evidence that a person from 
a family in which there has been mental disorder 
is more apt to develop the disorder than one from 
a family in which the affliction has not yet ap- 
peared.” The statement that “the cause of so-called 
color blindness appears to be a diet insufficient in 
animal proteins” does not accord with modern 
teaching. 

The chapter on “mental disorders,” in numerous 
places, illustrates the fallacy of a nonmedically 
trained psychologist giving his opinions on purely 
medical matters. What psychiatrist would talk of 
the “psychosis of tuberculosis,” would consider the 
epileptic (untreated) as a safer driver of an auto- 
mobile than a normal individual or would be willing 
to admit that a physician can do nothing ior a 
case of idiopathic epilepsy? Multitudes of epilep- 


tics, symptom-free as a result of medical treatment, 
disprove such a statement. What psychiatrist would 
agree that “psychiatrists are of little use excep: 
for persons afflicted with serious mental disorders”? 
It is intriguing, if untrue, to be told that a patien- 
in a major epileptic seizure is not unconscious bu: 
only suffers from a restriction of the field of atten- 
tion. To one who has even a modicum of Latin, 
the spelling "extrovert" instead of "extravert" is 
extremely annoying. Notwithstanding all the medi- 
cal judgments expressed by the author, on page 170, 
he naively remarks that “the psychologist, oi 
course, does not pose as an expert on physical medi- 
cine,” when that is Just exactly what he has been 


doing throughout the whole book. Psychasthenics 


do not have delusions, and delirium tremens is not 


. synonymous with multiple neuritis. There is cer- 


tainly little truth in the statement that "mos: 
neurotics are vegetarians and have been vegetarians 
for the greater part of their lives.” Incidentally 
vegetarianism seems to be one of the bugbears of 
the author, for he attributes to it neuroses, color 
blindness, and stammering. Other bugbears or 
"complexes" (if one dare use such a term) which 
the author seems to possess are semantics, Gestalt 
psychology, medical specialists, "commercial" psy- 
chiatrists by which he means practicing as opposed 
to institutional psychiatrists, and above all pub- 
lic enemy number one, psychoanalysis. 

Notwithstanding the above critical comments, 
this book contains some very valuable material. 
The author's method of negative practise for the 
purpose of breaking habits and combating mal- 
adjustments is undoubtedly of great pragmatic 
value. He discusses sex and its functions and 
manifestations in human life in very plzin language 
such as can readily be understood by any average 
intelligent person. His discussion of marital ad- 
justment and maladjustment is also eminently prac- 
tical and should be of great prophylactic value to 
young people contemplating matrimony, which, in- 
cidentally, is what the author intended it to be. 
The reviewer agrees with the author's designation 
of alcoholism as a habit rather than a disease which 
it is just now the popular thing to call it. His 
differentiation of personal maladjustment from 
social maladjustment on the basis of whether one’s 
habits are disadvantageous to oneself or to others is 
a common-sense one. 

In summary the reviewer is of the opinion that 
if the two chapters on mental disorders had been 
omitted, the book would have preserted a. safe, 
sane, and scientific (as well as a common-sense) 
teaching on the subject of personal adjustment and 
maladjustment. "m" 

C. M. Crawrorp, M. D., 
Psychiatrist to Kingston Penitentiary, 
Kingston, Ont. 
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THE TREATMENT OF BRONCHIAL ASTHMA. By 
Vincent J. Derbes end Hugo Tristram Engel- 
hardt, with chapters by a panel of contributors; 
(Philadelphia: J. B. Lippincott, 1946.) 


Conservative evidence gleaned from this book in- 
dicates that approximately 75% of patients with 
bronchial asthma obtain marked relief from their 
asthmatic symptoms by allergy directed therapy. 
There remains a large number of asthmatics in 
whose picture allergens cannot be demonstrated 
and an additional number who, though allergen 
sensitive, do not respond to allergy directed treat- 
ment. Additional factors then, unknown stimuli 
perhaps, must also play a part in the production of 
bronchial asthma. 

The importance of a reflex mechanism is indi- 
cated by the success of afferent sympathetic block 
(clearly discussed in Dr. Ochsner's chapter on 
surgical treatment); and thzt higher centers are 
involved in this reflex is suggested by ability of 
anaesthetic agents, as rectal ether, to control severe 
asthma paroxysms. For these reasons and for clini- 
cal observations described in this book, the psy- 
chiatrist must keep informed of available knowl- 
edge of bronchial asthma. 

This book is not an encyclopedic compendium of 
our available knowledge of bronchial asthma, but 
it offers a good discussioa of the allergens involved, 
their occurrence, distribution, and importance; and 
it presents a clear description of methods of diag- 
nosis and treatment including brief chapters on 
psychiatric, rhinolaryngologic and surgical aspects. 
In addition, the first section of the book, labeled 
"Orientation," furnishes good background material 
in chapters on history (Relph H. Major), statis- 
tics (Dublin and Marks), anatomy and physiology 
(G. E. Burch), immunology (M. B. Cohen), cli- 
mate and weather factors (C. A. Mills), pathology 
and predisposing factors {the authors). Unfor- 
tunately, as in many books with chapters by a panel 
of contributors, what the book gains in authority it 
loses in duplication and in spotty writing. 

The psychogenic factors are evaluated by 
Thomas M. French, clearly and concisely. He sug- 
gests that “psychologic factors may be effective 
either alore or by lowering the . . . . threshold of 
sensitivity to substances . . . . in the physical en- 
vironment.” Whatever the mechanism, psychody- 
namic stucies reveal a common “undercurrent” in 
asthmatic patients, “a fear of loss of love and sup- 
port of the mother” or mother substitute. With this 
background, possibility of brief psychotherapy ex- 
ists, for “if the patient can confess the impulses 
that are at the moment responsible for his fear of 
estrangement from the mother substitute, then we 
may expect relief from his asthma attacks.” 

Certainly this book offers to the psychiatrist clini- 
cal and theoretical material essential for his under- 
standing oz bronchial asthma. l 

ARCHIE Sitver, M.D., 
Psychiatric Division, Bellevue Hospital, 
New York City. 
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SEX PROBLEMS OF THE RETURNED VETERAN. By 
Howard Kitching, M.D. (New York: Emer- 
son Books Inc.) 


This little book is a simple, nontechnical, rather 
idealistic discussion of marital adjustment and of 
the hazards inherent in prolonged separation, par- 
ticularly the separation incident on overseas' ser- 
vice. It is not a description of serious aberrations, 
for, as the author states, the comments refer "pri- 
marily to good marriages" The problems, raised 
by separation, seem to be considerably less compli- 
cated than most of those which have come to our 
attention; so much so, that the title seems to be 
almost a misnomer. 

The reader who seeks detailed or specific infor- 
mation as to the etiology, nature, or treatment of 
the sex probletrs of the returned veteran may’ be 
disappointed in this volume. He may feel also that 
much of what is said has been said too late, al- 
though it could have been of value, at an earlier 
date, in providing the soldier with some basis 


- for the reasonable management of his sexual con- 


duct. 

Whether or not the book justifies its title it is a 
wholesome presentation written with an air of 
understanding and kindliness which is therapeutiz 
in itself. It may serve the veteran and his wife by 
indicating the background of their present distress 
and by presenting a basis for readjustment. It 
contains many excellent comments and principles 
which can be applied to marriages in general. The 
clinician will not read it without wishing that mar- 
ried people could accept its viewpoint more whole- 
heartedly. 

B. H. McNerL, M.D, 
Ontario Hospital, London, Ontario. 


BLACK ANGER. By Wulf Sachs. (Boston: Little, 
Brown and Company, 1947.) 


Written by’a South African psychoanalyst, this 
book is the biography of an African medicine man 
belonging to the Manika tribe of Southern Rho- 
desia. 

“I carried out my studies of him chiefly by the 
classical method of free associations. He came 
every day for an hour at a time, lay down an the 
sofa, and was asked to say whatever came into 
his mind. Contrary to the usual analytical practice, 
I wrote down whatever he said in his actual phrases 
and in their actual sequences..... These talks 
lasted, with a few interruptions, over a period of 
two and a half y2ars.” 

However, the work does not present a deep psy- 
choanalysis such as one might expect from such a’ 
procedure, nor is it an autobiography like those 
which some anthropologists have prepared. It is 
simply a readable life history narrated by a sympa- 
thetic listener. As such, it gives a useful account 
of some of the medical and supernatural beliefs of 
an atypical medicine man and his reactions to the 
social and cultural conflict between African and 
West European which confront the natives. 


1947] 


I did not have at my disposal for comparison a 
copy of his earlier book Black Hamlet, published 
in London during 1937. But from what I recall 
of that volume the present work seems to be essen- 
tially the earlier book with an added part at the 
end to bring the story up to date. 

J. S. SroTKIN, 
University of Chicago. 


THE VEGETATIVE SYSTEM, ITS STRUCTURE AND 
Function. Markelow, J. (Odessa, U.S.S.R.) 
(Vrachebnoe Delo, 25(11-12) : 511, 1945.) 


Markelow states that the vegetative nervous sys- 
tem was and is usually studied for its structural 
arrangements, its physiological reactions, and its 
pathologic conditions. It is generally assumed that 
all the functions of the vegetative system, whatever 
they may be, are related to the well-established 
morphology and function of the sympathetic and 
parasympathetic systems. 

By a more thorough analysis one may see that 
the functional status of the vegetative system is 
regulated also by some endogenous factors such as 

the electrolytes and hormones. In his estimation 
MN iese endogenous factors act as a “correlative regu- 
. latory system" which is called also the "endocrino- 
ioni-vegetative-complex.” 

The author, however, feels very strongly that in 
addition to the vitamins the “biologic organization” 
of the vegetative nervous system depends consid- 
erably upon exogenous factors such as "btoclimatic 
conditions.” Furthermore, the whole human biol- 
ogy, as well as that of other animals, is influenced 
by environmental meteorism. Therefore a large 
number of “meteoro-biologic factors" have a fun- 
damental importance in the development as well 
as organization of the vegetative functions, and only 
through their effects upon the organism is the róle 
of the endogenous factors conditioned. 

Among the “meteorologic factors" the author em- 
phasizes particularly the action of the sun rays 
or the so-called “photones.” Through the eyes 
they exercise their direct action upon the vege- 
tative centers of the hypothalamus and hypophysis, 
and in this way an entire group of energetic proc- 
esses is created, the most important regulator of 
which is represented by the bal d 
system." 

In conclusion, the author feels that the whole 
functional complex of the vegetative system, as 
indicated by the above-mentioned data and the 
hypotheses of Krauss, Hess, Muller, Bissonette, 
Benoi, etc, is related to the neurones with the 
receptors and effectors of the organs, the hormones, 
the ions (electrolytes), the vitamins and the pho- 
tones, including also the recen-ly discovered “induc- 
tors" or "organizers" (particular substances which 
Seem to play an important role in the process of 
morphogenesis). Consequently it would result that 
the normal trophic and regulatory functions of the 
vegetative nervous system may be assured only 
through the complete participation of these various 
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endogenous and exogenous components and their 
reciprocal correlation. 
' Leon Rorstn, M.D, 
N. Y. State Psychiatric 
Institute and Hospital, 
New York City. 


PROGRESS In NEUROLOGY AND PSYCHIATRY, AN ÅN- 
NUAL Review. Edited by E. A. Spiegel, M.D. 
(New York: Grune & Stratton, 1946.) 


With the present volume Dr. Spiegel inaugurates 
an annual review of the most important contribt- 
tions to neuropsychiatric progress appearing during 
the previous year, surveyed with critical commert 
by able authorities in the various branches of the 
specialty. The first volume covers materia. pub- 
lished from December, 1944, to December, 1945, 
together with a smattering of hitherto inacc2ssible 
literature which appeared in the immediately pre- 
ceding years. Since European publications have 
only recently begun to reenter channels of normal 
distribution, the coverage is predominantly Anglo- 
American and Latin-American, with just a hint of 
the interesting and important work accomplished in 
France and Russia during the war years. Future 
volumes will no doubt incorporate such work and 
give a more global picture. 

As it stands, this is a splendic example of scien- 
tific reporting. It is more specialized, integrated, 
and critically oriented than the usual yearbooks 
and abstract services in the field, and it supolies a 
real need in our reference sources. 'The bulk of 


the contributions are in the field of neurology in 


the modalities of neuroanatomy, neurophysiology, 
neuropathology, neurosurgery, clinical and diagnos- 
tic neurology, all treated by different authorities in 
a many-faceted approach. Because of the rultipie 
authorship and overlapping of territory, there is 
some repetition of material, but this is kept to a 
minimum. The section on psychiatry proper is more 
fragmentary than that in the neurological field, but 
the most important trends in the clinical, psycho- 
dynamic, and therapeutic fields are representatively 
treated. 

Bibliographies are well chosen and extensive, en- 
hancing the value of the review for research men 
and clinicians alike, for those in and out of touch 
with the literature of the. day, and perhaps espe- 
cially for men preparing for the Board examina- 
tions. 

C. C. BURLINGAME, 
Institute of Living, pudo Conn. 


SEX, MARRIAGE AND FAMILY. By Thurman Rice, 
M.D. (Philadelphia: J. B. Lippinco:t Co, 
1946.) 


The search for a sound orientation to sex and 
marriage in modern society on an acceptably realis- 
tic yet idealistic plane, and in terms and concepts 
comprehensible to the laity, should eventually be 
crowned with success, judging. from the earnest 
and many efforts by reputable authorities in the 


~ 
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medical field. Dr. Rice has done a very creditable 
job in the present book, despite his inclusion of 
such fatuities for chapter and topical headings as 
“Alone at Last," “The Return from Elysium,” 


"Learning the Art of Love,” etc. There is a great. 


deal of constructive material, judiciously presented 
for younger people, in almost every important phase 
of the marriage relationship. The chapters devoted 
to problems of wartime marriage are timely and 
in good perspective. 

Books in this field are usually either too highly 
flavored with the psychiatric viewpoint to make 
any sense to laymen, or else they are neglectful of 
it altogether. Dr. Rice's book lies rather in the 
latter category. It is nevertheless a very superior 
production in its genre, combining an effective com- 
mon-sense approach with sound medicine and un- 
impeachable ethics. 

C. C. BuRLINGAME, l 
Institute of Living, Hartford, Conn. 


Wmnrirk Caps, THE Story or Nursinc. By Victor 
Robinson. (Philadelphia: J. B. Lippincott Co., 
1946.) 

After reading this book, my first thought was, 
*How I envy anyone who can treat a subject so 
thoroughly and in so much detail and still hold 
the interest of the reader.” The type and format 
have been well chosen, the illustrations are excel- 
lent, and the manner in which the story is told is 
certainly very pleasing. The following paragraph 
taken from the introduction is an example: 

“Woman is an instinctive nurse, taught by 
Mother Nature. The nurse has always been a 
necessity, and thus lacked social status. In primi- 
tive times she was a slave, and in the civilized era 
a domestic. Overlooked in the plans of legisla- 
tors, and forgotten in the curricula of pedagogues, 
she was left without protection and remained 
She was not an artisan who 
could obtain the help of an hereditary guild; there 
was no Hanseatic League for nurses. Drawn from 
the nameless and numberless army of poverty, the 
nurse worked as a menial and obeyed as a servant. 
Denied the dignity of a trade, and devoid of pro- 
fessional ethics, she could not rise above the degra- 
dation of her environment. It never occurred to 


* the Aristotles of the past that it would be safer 


many facts together. 


for the public welfare if nurses were educated in- 
stead of lawyers. The untrained nurse is as old 
as the human race; the trained nurse is a recent 
discovery. The distinction between the two is a 
sharp commentary on the follies and prejudices of 


` mankind." 


All the different chapters are full of readable 
information, and a tremendous amount of research 
must have been necessary in order to bring so 
The subject is considered 
from the roots to the blossom, and the pleasant and 
unpleasant are given equal standing. 

'The writer says that the history of nursing is 


-but a part of the history of woman, and he goes on 
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to show how nursing has been one of the many 
avenues by which women have been emancipated. 
He describes in detail the origin of hospitals and 
follows closely the very gradual change from the 
untrained nurse of latter days to the well-educated 
professional cf the present. 

The chapters on Florence Nightingale, Clara 
Barton, and Edith Cavell are excellent and should 
be widely read. Nursing in wartime is well treated, 
and considerable space is given to the highlights of 
nursing care in all the great wars in which our 
country has been involved. The exploits of Dorothea 
Dix and Mother Bickerdye are unusually well done 
and -make very interesting reading. The chapter 
on notable nurses of America furnishes information 
concerning Linda Richards, Rose Hawthorne, and 
other famous nurses, all of whom contributed much 
to the gradual development of the profession. A 
summary calied “The March of the Nurse” and 
several pages of bibliographical notes make it more 
valuable to students. 

White Cape is an excellent contribution to Amer- 


ican literature which should be read by all nurses, 


both young and old. It could be used either as 

a text or a reference book, and it would be a valu- 
able addition to all libraries, whether public 

professional, as it is also recommended to the. 

lay reader. l i 

Rarra M. Cramsers, M.D, ^ 

Taunton State Hosp., . 

Taunton, Mass. 


MOTOR DISORDERS IN NERVOUS DISEASES. By Ernst 
Herz, M.D., and Tracy J. Putnam, M.D. 
(King's Crown Press, 1946.) 


The scope of this book is rather wider than its 
title might suggest. Though originally prepared 
as an illustrated syllabus for study in conjunction - 
with teaching films, it is a useful text by itself. 
Essentially, it is another work on principles and 
method of neurological examination, excluding the 
mental and sensory aspects. The first 6 short chap- 
ters cover motor functions of the limbs and trunk 
including reflexes. The sections on abnormal move- 
ments and gait are rather too brief to be of useful 
teaching value without the related moving picture 
films. There is a quite lucid brief account of the 
difficult subject of apraxia. The section on reflexes 
is well illustrated. The last.8 chapters deal with 
cranial nerves, There are many reproduced and 
original drawinzs and photographs with helpful 
schematic considerations of such subjects as di- 
plopia, facial palsy, and vestibular disorders. The 
reviewer would recommend this book as an acces- 
sory reference manual and atlas for students and 
teachers. Because of its limited scope it cannot 
be used as a standard text on neurological method 
for students, but the ample collection of drawings 
and photographs makes it a good addition to any 
neurological library. 

J. C. RICHARDSON, 
Toronto. 
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CLINICAL AND EEG INVESTIGATION OF PREFRONTAL 
LOBOTOMY PATIENTS * 

HAROLD STEVENS, Ps. D., M.D., ann ABRAHAM MOSOVICH, M.D. 
Washington, D. C. | 


The increasing employment of prefrontal 
lobotomy in mental disease has afforded in- 
vestigators a unique opportunity to explore 
the physiology of the frontal region and in 
recent years an imposing collection of data 
has accumulated. However, the develop- 
ment of psycho-surgery imposes an unusual 
responsibility on the psychiatrist who must 
make the grave decision of recommending 
this drastic and irreparable procedure. Con- 
sequently it is a professional imperative 
that this exigent problem be investigated 
through every possible approach. This study 
is an attempt to illuminate one segment of 
the prefrontal lobotomy problem—the psy- 
“Nhiatric and electroencephalographic chenges 
following operation. 

- Thirty prefrontal lobotomy patients on 
whom adequate data were available were 
studied, all of whom were operated on by 
Drs. W. Freeman and J. Watts, and were 
hospitalized at St. Elizabeths Hospital. Spe- 
cifically excluded from this series were: (1) 
The patients operated on prior to 1938, since 
the surgical technique was altered at that 
time; (2) patients with less than 6 months 
post-operative follow-up period; (3) two 
operative deaths. Seven patients were op- 
erated on before admission here and most of 
the patients were lobotomized between April 
1943 and June 1944. Their ages ranged 
from 21 to 71, and over half the cases were 
between 30 and 5o years of age. Only 9 
patients had received shock treatment prior 
to operation and only 3 had a formal course 
of psychotherapy. Aside from the 7 patients 
who were operated on prior to admission all 
patients were selected for psycho-surgery 
by members of the hospital staff, the symp- 
tomatology of each patient being the pri- 
mary consideration rather than the diag- 
nostic category (see Table I). In general 

1 Read at the ro2nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 27- 
30, 1946. . 

From St. Elizabeths Hospital and George Wash- 
ee University School of Medicine, Washington, 


most patients received the operaticn because: 
(1)They were destructive, homicidal, or sui- 
cidal—a serious threat to themselves and 


- others; (2) They had been sick for several 


years and the prognosis was poor; (3) They 

had shown no improvement cr had regressed ; 

(4) They had not responded to cther treat- 
‘TABLE I 


DIAGNOSIS OF 23 PATIENTS LOBOTOM:ZED AFTER 
ADMISSION TO SAINT ELIZABETHS HOSPITAL 


Dementia przcox 


Catalonie quastvsoshoke v T Vb Dex VUA 3 
Hebenlrenle- oeeceec iue be inidan MEE 2 
Paranoid usse rs baa ee eaae ies 2 
MIX. Lousereseue hub neda erences I 
Undifferentiated - ies severi rate I 
Manic-depressive Í 
pepressed- Gay. co ieocateceindes sae DUO EV 2 
Manie Soo r own cute us ates owes 1 
Mixed. opaca ux er UE RR ERA V RANA . I 
Ciretla?25o45cc5 de RWu eek eases Cees I 
Involutional melancholia .................. 3 
Psychosis with organic brain disease........ I 
Psychosis with cerebral arteriosclerosis..... I 
Undiagnosed psychosis ................... 2 
Psychoneurosis 
Obsessive, compulsive ............... I 
MAREE. slobbéwé deer iaa cu eeu au V dd as I 


ment or were considered poor candidates for 
other therapy. 


One patient (C. S.), psychotic for 8 years, de- 
veloped active and progressive pulmonary tuber- 
culosis with a positive sputum. He was extremely 
paranoid, aggressive, hyperactive, and pugnacious, 
constituting a serious ward problem because of his 
unrestrained spitting, severe weight loss, resistive- 
ness to therapeutic attempts, and his refusal to ect 
or rest. Following the operation, although he wes 
seclusive, preoccupied, and mute, he played chess, 
was tractable, ate and slept regularly, was respor-_ 
sive to the ward personnel, gained 37 pounds in 5 
months, and his tuberculosis was arrested. 

Another patient (W. P.) received a iobotomy be- 
cause of severe lancinating pain due to -abetic crises 
that had plagued him for to years, effecting his 
complete demoralization with the result that he be- 
came addicted to morphine, was agitated and sui- 
cidal. For several weeks following the operation 
he suffered unpleasant dysesthesias in the same 
areas that were previously affected but these re- 
sponded to aspirin and phenacetin, and after a few 
additional weeks, this medication was no longer 
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necessary. At present he is composed, suffers no 
pain, goes home for visits with his family, and, al- 
though he still has mild paresthesias, he states that 
.they are scarcely noticeable and are of no moment 
to him. 


Freeman and Watts(1) believe that this . 


relief of intractable pain following lobotomy 
is due to interruption of the thalamo-frontal 
fibers. This effect was also noted in another 
patient in pur series who was coincidentally 
relieved of tic douloureux following pre- 
frontal lobotomy for her psychosis. 

Fig. 1 shows the estimated duration of 
illness and hospitalization prior to operation, 
the average being 10.1 years for the former 
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and 5.5 years for the latter, with standard 
deviations of 5.73 and 2.70 respectively. 
Postoperative Behavior.—In the imme- 
diate post-operative period, these patients 
showed the various clinical phenomena de- 
scribed in detail by Freeman and Watts(1) 
including stupor, confusion, memory im- 
pairment, incontinence, and a tendency to 
perform rhythmic repetitive acts. Several 
months later their behavior showed a wider 
range of variation than would be expected 
from reviewing the literature on the subject, 
and the post-operative personality was often 
completelv unlike the preoperative. For ex- 
ample, E. F., a depressed, agitated white 
woman with profound feelings of guilt and 
sinfulness, with strong suicidal drives, has 
become a boisterous, overactive, facetious, 
untidy extravert, completely uninhibited and 
oblivious to the sensitivites of her fellow 
patients. Conversely E. D., an impulsive, 
hyperactive, threatening manic, who regu- 
larly castigated the personnel with sulphur- 
- ous invective, has become a retarded, docile, 
childish patient, who lives unobtrusively on 


a convalescent ward, quietly knitting and as- 
cicttno with ltoht tackle when rennecter 


EJ YEARS OF ILLNESS 
5. (I YEARS OF 
HOSPITALIZATION 
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In general, the results of this study con- 
firm the impression that a better operative 
result can be predicted if the patient displays 
conspicuous affect, especially depression. 
The outlook is further improved if the pa- 
tient has good intellectual and emotional re- 
sources. However, the operation often ef- 
fects a drastic alteration in the personality 
and it 1s difficult to predict waich facets of 
the personality wil be changed. The tech- 
nique of operation may influence this vari- 
able. Some patients are rendered obtunded 
in affect and intellectual function, are idle, 
subdued, lacking in initiative, and constricted 
in interests. Others are boiscerous, windy 
extraverts, uninhibited, euphoric, and hyper- 
active. Almost all show loss of creative 
thinking and impairment of social conscious- 
ness. They are unable to plan or solve prob- 
lems of any degree of complexity. There is a 
tendency toward indifference for the events 
of the futtre, and perseverance in evet 
concrete tasks is limited. It is possible that 
some of these defects represent the irreme- 
dial consequences of a prolonged psychosis. 

In about half of these cases there is de- 
creased emoticnal play on their features; in 
a few, definite immobility of the facies, and 
the gamut of emotional expression, if not 
true affect itself, is narrowed. In 3 patients, 
the death of a loved one produced no evi- 
dence of grief and none of these patients has 
been observed to.cry. On the other hand, 
one-third show overt behavior that suggests 
an Inappropriate cheerfulness, a tendency to 
facetiousness, a low threshold to laughter, a 
kittenish playfulness and an insouciant dis- 
regard for the opinion and feelings of others. 
From observation of their overt reactions 
it is reasonable to infer that their affectual 
life has been significantly altered. However, 
it would be misleading to conclude that the 
patient's overt behavior necessarily reflects 
his true mood at all times. As in other men- 
tal states there may be considerable dis- 
crepancy between what the patient manifests 
and what he actually feels; for example, in 
the forced laughing and crying of pseudo- 
bulbar palsy and in the sham-rage of experi- 
mental animals. When the subjective state 
of the patient is investigated it is seen that 
the spectrum of emotional exp-esion is nar- ` 
rowed and there 1s neither black despair nor 
transcendant ecstasy. The area of feeling 
has neither denth nor hreadth and the ca- 
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pacity for a sustained mood is lost. It seems 
that thé emotional tone of each engram is 
dissociated into weakly charged ideational 
units and complexes are thus dissolved. Con- 
sequently these patients are rendered less ag- 
gressive, more malleable, and better hospital 
or extra-mural citizens. In several who were 
desperately suicidal, the operation was truly 
a life-saving measure but a functional psy- 
chosis was traded for an organic syndrome. 

As stated, the post-operative behavior pat- 
terns may differ profoundly from tbe pre- 
operative ones, and a lobotomized patient 
may resemble other lobotomized patients 
more than his own preoperative personality. 
It seems, however, that two general cate- 
gories can encompass a large proportion of 
the post-operative behavior patterns: 

I. The torpid, that is, those who show the 
previously described psychomotor and intel- 
lectual retardation, impoverished interests, 
reduced drive and “bleached affect.” | 

2. The euphoric, that is, the silly, boister- 
ous, uninhibited, overactive extravert. 

Of course, many are mixtures of both and 


. some show less socially reprehensible charac- 


teristics than others. No single trait was 
observed that completely characterizes the 
post-lobotomy patient, but the commonest 
feature is the tendency toward simplifica- 
tion of the reaction to the environment. For 
example, if the patient obtains a job it is 
usually much simpler, more stereotyped, less 
exacting, and on a lower intellectual plane 
than previously. If the housework is re- 
sumed, routine tasks are preferred, responsi- 
bility 1s avoided. The competitive events of 
life are not disconcerting to the patient and 
he is similarly insensitive to social censure. 
Observation of the mores is often reduced to 
a few simple principles that require a mini- 
mum of restraint and self-denial. The ethi- 
cal code is simplified to a corresponding de- 
gree and childish lack of social conformity 
is common. This neglect of social values is 
often the principal reason for continued 
hospitalization after operation. 
Psychopathic-like states are sometimes Bb: 
served. Some post-operative patients show 
an ingratiating manner and excessive polite- 


ness alternating with childish petulance. 


There is also inability to persevere in a com- 
plicated task especially if it involves future 


returns or benefit. There is marked egocen- 
indiffaranra tn tha faal. 


fat or eal ch -acc 


STEVENS AND A. MOSOVICH 


/5 


ings of others, distractibility, superficiality - 
of affect and lack of self-control. None was 
guilty of any serious anti-social act or sexual 
delinquency. Several of the women reported 
diminished sex drive. 


IMPROVEMENT FOLLOWING LOBOTOMY 


Of the 23 patients lobotomized after ad- 
mission to St. Elizabeths Hospital 21 bene- 
fited by the procedure. Eleven were consid- 
ered social recoveries and of these II, 9 
were well enough to be discharged from the 
hospital. One patient was unimproved and 
one was made worse. 

In interpreting the statistics of improve- 
ment of these 23 cases it is necessary to em- 
phasize that this is not a random sample of 
patients with mental disease but represents 
chronically-ill hospitalized patients whose 
prognosis was considered poor, and whose 
violent behavior in about half the cases con- 
stituted a threat to themselves or to others. 

In a series of 606 patients who survived 
this operation Ziegler(2) reported 85% 
benefited, and 68% much improved or re- 
covered. Ziegler’s data were accumulated 
from 19 different centers and include most 
of the psychiatric reaction types, with schizo- 
phrenic, involutional depression and obsessive 
neurotics predominating. Eight of these 606 
patients were made worse, while other 
workers including Kindwall and Cleveland 
(3) and Hofstdtter(4) emphasized that none 
in their individual series was made worse. 

In January 1946 Freeman and Watts( 5) 
reported a follow-up study on 331 cases, 
stating that about half of their patients were 
usefully occupied, one-quarter remained at 
home and one-quarter were dead or insti- 
tutionalized.: 

The degree of improvement is variously 
estimated by different investigators and nu- 
merous factors must be considered in ap- 
praising these post-lobotomy changes; for 
example, the patient's social and economic 
opportunity, and his intellectua] and emo- 
tional resources. The lapse of time after 
operation is also important and our series 
confirms Freeman's and Watts'(5) impres- 
sion that some patients may continue to im- 
prove for as long as 3 years after the 
operation. 


However, improvement is relative, and al- 
tfhoueh a Inhntamized natient te henefited hw 
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the operation, and is a less difficult nursing 
problem, he still may be a “back ward” 
resident. 

The post-lobotomy behavior level also de- 
pends upor the complexity of the patient's 
milieu and the amount of motivation offered 
him. A patient may remain inert and placid 
if left unstimulated by any challenge in his 
environmert and, conversely, if presented 
"with an insuperable or uninviting task, he 
may not be able to rise to the demand and 
wil make no effort to attack or solve the 
problem, but lapses instead into mental and 
physical immobility. After operation, work 
suitable to the patient’s changing resources 
must be given. Therapy does not begin and 
end with the lobotomy. 
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The age at operation (Fig. 2) shows no 
correlation with degree of improvement, nor 
does duration of illness and hospitalization 
(Fig. 1). In our series a prolonged illness 
did not militate against improvement. This 
is not necessarily in conflict with the obser- 
vations of Freeman and Watts, that the 
earlier the operation is done, the better the 
results, since all our cases suffered prolonged 
illnesses and no comparisons were possible 
with patierts lobotomized early in the course 
of their psychosis. Of course, the shorter 
the duration of the mental disease, the 
greater the likelihood of a spontaneous re- 
mission. 

The 7 patients who had had lobotomies 
prior to admission are not included in the 
above statistics, since they represent the 
failures of an undetermined number of 
lobotomies and thus proper weight cannot be 
given them. 
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INTELLECTUAL CHANGES 


In the intellectual sphere some authors 
have failed to find any loss of intelligence(6, 
7, 8). In our series 9 patients were given 
the revised Stanford Binet test before and 
after operation but complete scatter was ob- 
served—3 showed an increase in mental age, 
3'no significant change and 3 a decrease. 
The rest of the patients could not be tested 
pre-operatively because of their uncoopera- 
tiveness or inaccessibility. Porteus(9) feels 
that the maze test is a more satisfactory 
measure of the patient’s performance. 

The inference that “intelligence” is unaf- 
fected by lobotomy is invalidated by the un- 
reliability of “intelligence” tests applied to 
profoundly psychotic patients; therefore the 
increase in mental age observed in 3 of our 
patients does not mean that “intelligence” is 
improved by sectioning the frontal lobe but 
indicates that the patient is able to give a” 
better performance on a specialized task be- 
cause some obstructing ideatiozal block has 
been removed. 

The scores of the 4 tested patients who had 
post-operative convulsive seizures showed I 
higher, 1 unchanged, and 2 lower. 


POST-OPERATIVE SEIZURES 


In our total of 39 patients, 10 had post- 
operative seizures (Table II); 3 of these 
are seizure-free at present without any anti- 
convulsive therapy. The remainder have 2 


‘or more attacks per year while on medica- 


tion. Only one of the 10 has petit mal. This 
unusually high incidence of post-lobotomy 
seizures is at variance with the observation 
of other workers. Most investigators report 
from O to 10% of seizures following pre- 
frontal lobótomy : for example, Freeman and 
Watts(5) report 10%; Bennett, Keegan 
and Wilbur(10) also report 1096 ; Kindwall 
and Cleveland(3) noted 1 in their series of 
I5; Ziegler(Ir) I in I7 surviving patients 
and Hofstatter(4) 1 in 45. 

A satisfactory caise for this high rate of 
post-operative epilepsy in our series has not 
been found, but several possible factors can 
be mentioned: (1) these patients being insti- 
tutionalized may be under closer scrutiny 
than patients: in other series; (2) later 
follow-up reports may show an increased 
number of seizures. [As noted in Table II 
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the attacks appeared from 3 to 25 months 
post-operatively.] (3) lipoidal, which is used 


to identify the area of section, remains 1m 


stiu indefinitely and may produce sufficient 
local irritation to act as an epileptogenic 
factor; (4) dying cortical cells may effect 
an epileptic discharge; (5) 6 of the ro con- 
vulsive patients had received shock therapy 
prior to operation, in contrast to only 3 in the 
remaining 20 patients who were seizure free. 
This suggests. that the shock treatment may 
have lowered the threshold of convulsions, 
which was then exceeded following the 
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able that this more radical posterior section 
of the thalamo-frontal tract, with its in- 
creased propinquity to the motor area, would 
be more likely to produce seizures. Meyer 
and Beck(12), however, in their report cn 
the autopsies of 9 lobotomized patients, state 
that the one patient who had. post-operative 
epilepsy and died in status epilepticus had the 
surgical lesion farther away from the motor 
cortex than in any of the autopsied cases, 
and the prefrontal cortex was not more dam- 
aged .than usual. These authors further 
state "so far, we have not found any ana- 


TABLE II 
Data on Ten Patients WITH POST-OPERATIVE CONVULSIONS 
Onset 
of 
COn- 
vulsions 
Age months 
at post- Treatment 
opera opera. Frequency of Result of prior to 
tion tively convulsions Diagnosis lobotomy operation 
"ED arate 38 25 6 per year D. P. catatonic Improved- Metrazcl 
Pe De uua 43 3 None in several Psychoneurosis Improved 
years 
E Dü suris 37 II 52 per year M. D. circ. Improved 
M. TH 36 6 3 per year D. P. paranoid Unimproved 
A. K . 54 9 3 per year M. D. dep. Soc. rec. Insulin 
NL 3 uestes 35 IQ Only r recorded M. D. mixed Soc. rec. Electric shock (2 x) 
M. Nooroa 36 I5 6 per year D. P. catatonic Unimproved ^ Metrazcl 
M. OC us 21 15 8 per year D. P. hebephrenic Improved Insulin 
P. Loa 23 4 2 per year Psychoneurosis Worse Psychotherapy and 
electric shock 
Sud pedes 45 18 I Involutional Unimproved 
melancholia 


further cerebral trauma due to the lobotomy. 
Thus four times as many of the convulsive 
patients had received shock prior to opera- 
tion but there are not enough cases to estab- 
lish a reliable difference between this group 
and the non-convulsive group.  Further- 
more, the electroencephalographic findings 
do not indicate a significant difference in the 
shock and non-shock patients after lobotomy. 

It is reasonable to expect that the more 
violent the patients the more likely they are 
to receive shock treatment, and by the same 
token, in those cases in which shock therapy 
is ineffective, there is greater likelihood that 
the more posterior transection of the frontal 
lobes will be used. For example, Freeman 
and Watts(5) state that a severe obsessive- 
compulsive neurosis of long duration may 
require incisions from 5 to 7 millimeters 
posterior to the conventional site of section 
and long-standing schizophrenia "'requires 
the maximum operation.” It seems reason- 


tomical changes that would account for the 
epileptic convulsion." 

Three of the convulsive patients in our 
series ‘showed no psychiatric improvement 
after the operation and one was worse. This 
suggests a poorer result in the group of IO. 
convulsives than in the 20 nonconvulsive pa- 
tients. However, further investigation of 
larger numbers is necessary before valid in- 
ferences can be drawn. It can be definitely 
stated, however, that periodic convulsions do 
not have a beneficial effect by inadvertently 
giving the patient a "maintenance dose" of 
convulsive therapy. 

A complete neurological examination of all 
30 patients failed to reveal any reurological 
effect of the lobotomy, and none showed tke 
post-operative vasomotor phenomena re- 
ported by Ziegler(11). 

One patient had diurnal frequency cf 
urination which did not respond to any form 
of treatment. 
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ELECTROENCEPHALOGRAPHIC FINDINGS 


Electroencephalographic tracings were 
made on 24 patients, 6 months to 8 years 
after operation, with a three channel Grass 
ink-writing instrument. A routine 8-lead 
monopolar recording was first made with 
tracings obtained from the frontal, precen- 
tral, temporal and occipital areas, with 3 
minutes hvperventilation at the end of the 
record. Following this, bipolar and tri- 
angulation technique was employed, with. 4 
additional electrodes placed at a 3 cm. dis- 
tance surrounding the operative scar. 

Twenty-three of the 24 records showed 
definite abnormalities bilaterally over the 
frontal recion. 

Twenty-one showed high voltage 3 to 7 per 
second delta waves over the frontal region 
bilaterally and 2 had delta activity extending 
to the precentral area. With bi-polar record- 
ings, phase reversal phenomena were ob- 
served over the 4 frontal leads, but no evi- 
dence of focal discharge was recorded pos- 
terior to this area in these 21 cases. 

Fourteen showed a marked increase in 
amplitude and slowing with hyperventila- 
tion. Possibly this effect with hyperventila- 
tion is due to decreased parasympathetic in- 
hibition subsequent to hypothalamic dysfunc- 
tion. Darrow et al.(13) sectioned the para- 
sympathetic nerves to the pial vessels of 
cats and obtained slowing and increased 
amplitude of the brain waves. They believe 
that these EEG changes were due to de- 
_ creased cerebral circulation and lowered 
brain metabolism, following cortical vaso- 
constriction. 

Only 9 of the 24 had normal alpha ac- 
tivity. The remainder of the records in- 
cluded 5 with a low-voltage, rapid irregular 
pattern and 10 with diffusely abnormal and 
disorganized tracings. 


Table 3 summarizes our findings and Figs. 


3, 4, 5, 6 and 7 are sample recordings. 
These EEG abnormalities differ from the 
few reports in the literature on this sub- 
ject. 
botomized cases and reported that the funda- 
mental pattern was not altered in any, and 
in one case that showed 4 per second waves 
preoperatively there was marked improve- 
ment after the operation. Freeman(I5) 
points out that the EEG varies considerably 
in different cases and at different periods 


Davis(14) studied EEGs in 3 lo-' 


[Aug. 
TABLE III 
ELECTROENCEPHALOGRAPHIC FINDINGS 
No.of Increase Seizure 
records hyperv. pattern 
I. Well organized pattern, I — — 
good alpha. No focal 
signs. 
2. Well organized pattern, 7 4 I 
good alpha activity. 
Slow waves from the 
frontal lobes. 
3. Wellorgarized pattern, 1 ee 
good alpna activity— 
6-per sec. disch. in all 
leads, more in fron- | 
tals. 
4. Diffusely abnormal rec- 15 9 2 
ords. Low voltage 
rapid  irreg.  activ. 
Poor and irreg. alpha. 
Slow waves in frontal 
area. 
24 13 3 
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Fig. 3.—Prominent high voltage 2 to 3 per second 
slow waves, consistently recorded over the frontal 
areas. 'This slow activity is closely limited to the 
frontal region, bilaterally. 
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Fic. 4.—Diffusely abnormal record. Medium to 
high voltage 3 to 6 per second waves were simul- 
taneously recorded in all leads. Note the pre- 
ponderance of the discharges in the frontal areas. 
Irregular slow activity is also detected from the 
occipital region. 
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following the operation, “but in cases in 
which the recovery is satisfactory there is 
apt to be a normal wave pattern.” 

Hutton and Walter(16) found diffuse 
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Fic. 5.—Diffusely abnormal record. Medium volt- 
“age 4 to 6 per second discharges are recorded from 
the frontal and parietal areas, bilaterally. The 
figure illustrates a recording of the left hemisphere. 
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Fic. 6.—Bipolar recordings. Phase reversal focal 
signs over the left lateral frontal and right media! 
frontal regions. 
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Fic, 7.—-No. 20597—transagittal fronto-frontal re- 
cording with bipolar technique. Phase reversal and 
slow waves are consistently recorded over the 
frontal areas, being more marked in the medial 
parasagittal region. l 
' No. 20679-—-Phase reversal focal signs over the 
left medial frontal area. In addition it can be noted 
4 to 6 per second discharges, which appeared inter- 
mittently throughout the record, more marked in 
the anterior leads. 


high-voltage slow waves that gradually im- 
` proved and became more. localized to the 
frontal] region over a six-month follow-up 
period. Cohn(i7) reported focal EEG 
changes more marked in the most rostral 
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patients a relatively normal pattern returned 
in from I to 3 months post-operatively bu: 
also says that xo out of 15 showed pro- 
nounced EEG abnormalities 4 :o 6 years 
after lobotomy. There was only one post- 
operative convulsive disorder in his 30 cases. 

As indicated, 23 of the 24 tracings in our 
series showed distinct abnormalities, but 
there was no correlation between post- 
operative behavior and the degree of electro- 
encephalographic abnormality. Three EEG 
seizure patterns were observed, all occurring 
in patients with clinical epilepsy but 3 othe- 
patients with seizures did not show the typ:- 
cal convulsive pattern. Twenty-one of the 24 
EEG tracings showed delta waves emanat- 
ing from the frontal areas bilaterally, the 
cause of which may be found in any of the 
determinants already mentioned as possible: 
etiological factors of post-operative epilepsy : 
focal damage to cortical cells, secondary pro- 
gressive atrophy of the frontal cortex, irrita- 
tion by the residual lipiodal, etc. 

Another possible explanation for the ap- 
pearance of high-voltage, slow waves :s 
the release of subcortical centers due to 
transection of the anterior thalamic peduncle. 
This theoretically would free the subcortical 
center from cortical domination, allowing 
these centers to display their characteristic 
EEG pattern. Grinker and Serota(18), em- 
ploying animals and human subjects, demon- 
strated that high-voltage, slow waves ema- 


. nate from the hypothalamic region, but thei- 
conclusions have been severely criticized by 


Masserman(19, 20, 21). Murphy(22, 23), 
using strychnine stimulation of the cortical 
and subcortical areas, has adduced furthe- 
evidence to suggest that hypothalamic im- 
pulses attain a cortical destination by relav 
through the dorsomedial nucleus of the 
thalamus. It is this latter structure that 
Freeman emphasizes as the site of the most 
advanced atrophy following lobotomy. 

Murphy's data further demonstrate that 
the hypothalamus may be the source of a 
basic brain rhythm, and indicate the possible 
existence of a hypothalamic-dorsomedii 
nucleus-cortex-reverberating circuit. 

Of further interest in this connection is 
Hodge's(24) observation that theta waves 
(4-7 per second) appear in the EEG in cases 
of thalamic tumor when the cortex is cut 
off from the basal ganglia; in cases of chil- 
dren exhibiting aggressive behavior; and in 
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Grey Walter(25) considers that the ap- 
pearance of this theta rhythm indicates dis- 
turbance oi thalamic-hypothalamic function. 

Thus, it is tempting to postulate that re- 
moval of cortical influence is the common 
cause for both the abnormal EEG pattern 
and the altered emotionality in the post- 
lobotomy patient. These changes in emo- 
tional response include both categories of 
Hughlings Jackson: (1) distortion of emo- 
tional expression, representing release phe- 
nomena; (2) modification of the conscious 
aspects of emotion representing deficiency 
phenomena. But further controlled investiga- 
tions are necessary to confirm this hypothesis. 


SUMMARY . 


1. A follow-up study of 30 cases of pre- 
frontal lokotomy was done. Twenty-three 
of these patients were operated on after ad- 
mission to St. Elizabeths Hospital after a 
prolonged incapacitating illness. Of these 
23, 21 were benefited by the operation, II 
were considered social recoveries, and 9 
were discharged from the hospital. An or- 
ganic syndrome was substituted for the psy- 
chosis. Restitution of the patient's pre-psy- 
chotic state should not be expected. One p 
tient was made worse. 

2. Protracted illness did not We 
against improvement in these selected cases. 

3. The criteria employed for the selection 
of these cases for psycho-surgery are justi- 
_ fied by the high percentage of patients that 
were benefited. 

4. No objective neurological signs re- 
sulted frcm the operation. 

5. Post-operative convulsions occurred in 
IO out of 30 cases. 

6. Electroencephalograms of 23 out of 24 
cases showed definite abnormalities. 

7. There is no correlation between EEG 
pattern and post-lobotomy improvement. 
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THE EFFECT OF BILATERAL FRONTAL LOBOTOMY UPON THE 
AUTONOMIC NERVOUS SYSTEM * 
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Bilateral subcortical section of the frontal 
lobes of the brain was introduced in this 
country by Walter Freeman and James 
Watt, in 1936, for the treatment of serious 
mental conditions. In addition to its thera- 
peutic success, this operation has con- 
tributed to the knowledge of the psycho- 
logical and neuro-physiological functions of 
the frontal lobes. In the course of the many 
hundreds of operations, important clinical 
observations indicated the close relationship 
of the frontal lobes to the autonomic nervous 
system. Sudden fall in blood-pressure, relief 


from indigestion, palpitation and cold hands . 


and feet, gastro-intestinal changes and de- 
crease of the blood sugar level are some of 
the clinical observations which refer to the 
sympathetic and parasympathetic nervous 
systems. 


This paper is concerned with a controlled . 


experimental investigation of the effect of 
bilateral frontal lobotomy upon the human 
autonomic nervous system. No literature 
has been found on this subject, with the ex- 
ception of a preliminary and inconclusive 
report by F. Reitman on "Autonomic Re- 
sponses in Prefrontal Leucotomy," in the 
Journal of Mental Science, published in 
July, 1945, which came to our knowledge, 
in this country, after our experiments were 
well under way. 
Method of Investigation—aA total of 96 
patients were examined, of whom 29 had 
undergone operations, and 17 of these were 
examined both before and after lobotomy. 
The control group consisted of 66 indi- 
viduals, 14 volunteer medical students and 
nurses and 52 hospital patients, a number of 
whom had received various forms of shock 
treatment. The sympathetic or adrenergic 
system was examined with 0.05 mg. of epi- 


1 Abstract of a paper read by title at the ro2nd 
annual meeting of The American Psychiatric As- 
sociation, Chicago, Ill, May 27-30, 1946. 


nephrine, in a 1 cc solution, injected intra- 
venously over a period of 10 seconds. Blood- 
pressure, pulse-pressure, pulse rate and othe: 
adrenergic reactions were recorded. The para- 
sympathetic or cholinergic system was ex- 
amined by physical and pharmacological 
stimulation of the carotid sinus. Simul- 
taneous electrocardiographic and electroen- 
cephalographic tracings were taken, and othe- 
clinical manifestations, such as convulsions, 
were recorded. 

Resulis.—Following the intravenous in- 
jection of 0.05 mg. of epinephrine, in the 
control group, the systolic blood-pressure 
rose on the average of 42.0 mm. Hg. This 
rise of systolic blood-pressure was approxi- 
mately the same in the same patients unde- 
the same conditions, over a number of con- 
secutive days. The pulse-pressure rose; the 
pulse rate, in most instances, was moderatelv 
increased. In the group of patients who had 
undergone bilateral lobotomy, there was a 
great quantitative difference, though quali- 


` tatively the change was similar in character. 


The systolic blood-pressure rose tc twice 
the level of the control group, that is, an 
average of 85.0 mm. Hg. in the lobotomy 
cases, as compared with 42 mm. Hg. in the 
control series. The average of the pulse- 
pressure rise was 60 mm. Hg., as compared 
to 24 mm. Hg. in the control group. A com- 
parison of the blood-pressure diagrams of 
the same patients, before and after lobotomy, 
strikingly illustrates this observation. Pilo- 
motor reactions and shivering are frequently 
seen in lobotomized cases after injection of 
epinephrine, and not in the control cases. 
The blood-pressure response to epinephrine, 
following lobotomy, is about equal to the 
blood-pressure response in controls after 
full vagal blocking with atropin. 

The parasympathetic or cholinergic sys- 
tem was examined by the stimulation of the 
carotid sinus. We selected this metkod be- 
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cause of the low incidence of positive carotid 
sinus reactions in normal people. The re- 


sponse to carotid sinus stimulation was dra- 


matic in patients whose frontal lobes were 
sectioned bilaterally. Three groups of reac- 
tions were observed: 

1. Slowing of the heart. This occurred in 
84% and was characterized by an increase of 
the ORS-ORS interval, which was moderate 
in 4476, and excessive to the extent of heart- 
block, in 49%. 

2. The EEG, in 9296, changed from a 
basic pattern to a highly abnormal pattern. 
Following the slowing of the heart, high 
voltage slow waves, of the 9-5 per second 
range of frequency were recorded. 

3. Loss of consciousness and tonic-clonic 
convulsions occurred in 8896, following, in 
one or two seconds, the appéarance of slow 
waves in the EEG, and lasted from a few 
seconds up to one minute or over. 

In great contrast, are the results in a 
group of 8 controls, in which, by history and 
examination, no mental or physical abnor- 
malities could be detected. In only 3 of 
this group, the EKG recorded a slight, hardly 
visible, slowing of the heart rate, and in only 
2, a few siow waves in the 5-8 per second 
range appeared in the EEG. None devel- 
oped syncope or convulsions. 

Quite different, however, was the result 
in a group of 40 hospital patients with 


various mental diseases and previous in- ` 


. sulin, metrazol or electric shock treatment. 
In this group, carotid sinus stimulation 
caused abnormalities.in the EKG in 63%, 
of which 40% were characterized by slight 
to moderately increased QRS-ORS intervals, 
and 22.5% by still greater slowing of the 
heart rate to heartblock. The EEG, in 50%, 
disclosed high voltage slaw waves in the 2-5 
per second range. Tonic-clonic convulsions 
were observed in 42%. 
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There is no doubt that the mental condi- 
tion, and particularly previous shock treat- 
ment, exerted a tremendous influence upon 
the.effect of the carotid sinus stimulation. 
The incidence of carotid sinus reaction is 
considered higher in patients with mental 
disorders. It is further increased if a patient 
has received shock treatment of any kind. 
Our data showed that the effect of carotid 
sinus stimulation in patients with previous 
shock treatment was similar to that of those, 
without previous shock treatment, whose 
frontal lobes were sectioned. On the other 
hand, the combination of shock . treatment 
and lobotomy brought up the effect of carotid 
sinus stimulation to almost 100%, as well 
as for the EKG, the EEG, and convulsions. 

It was interesting to note that atropin and 
benzedrine sulfate, if given in sufficient 
amounts, seemed to abolish the carotid si- 
nus reflex, while acetyl-beta-methyl choline 
seemed to enhance it. 

Summary—t1. Cortical representations of 
the autonomic nervous system are located in 
the prefrontal area. 

2. Following the subcortical section of the 
frontal lobes, the autonomic nervous system 
becomes more responsive ` to stimuli from 


` without. 


S: Equilibrium reestablished itself on a 
different level. | 

4. With the disconnection of the frontal 
lobe, excitatory and inhibitory influences 
upon the A. N. S. are abolished, which may 
explain certain clinical observations such as 
the fall in blood-pressure in hypertensive 
patients. 

5. Frontal lobotomy which, at present, is 
performed for the surgical treatment of 
serious mental illnesses, may, in the future, 
become a method for the treatment of se- 
lected cases of hypertension. 


THE EFFECTS OF ELECTRIC CONVULSIVE THERAPY ON CERTAIN 
PERSONALITY TRAITS IN PSYCHIATRIC PATIENTS 
B. L. PACELLA,! Z. PIOTROWSKI, N. D. C. LEWIS 


Investigations to determine the effect of 
electric shock treatment upon the personality 
structure of psychiatric patients have been 
previously published(x, 2, 3). The means 
utilized for detecting these changes have 
usually consisted of clinical observations and 
impressions. We considered it of interest 
to evaluate certain aspects of personality by 
relatively standardized and objective meth- 
ods. For this purpose the Minnesota Multi- 
phasic Personality Inventory and the Ror- 
schach Test were utilized. The results were 
recorded graphically on standardized scoring 
sheets. Tests were taken both before and 
after shock treatment in patients diagnosed 
as psychoneurosis, schizophrenia, manic- 
depressive psychosis and involutional psy- 
chosis. Only those cases who received a min- 
imum of 4 treatments were included in the 
study ; the maximum total number of treat- 
ments administered to any one case was 20. 
The usual course of shock therapy consisted 
of a series of 6-12 electric convulsive treat- 
ments given at the rate of three times 
weekly. A total of 75 patients was studied, 
40 of whom were classified schizophrenia ; 
24 manic-depressive and involutional psy- 
chosis; and 11 psychoneurosis. 

All patients were subjected to the Min- 
nesota test before and after treatment. In 
the majority of instances two post-treatment 
tests were performed, one taken during the 
first week after shock treatment and the 
second test taken from 4 to 8 weeks sub- 
sequent to termination of treatment. The 
reason for recording two post-therapy tests 
is that during the first post-therapy week the 
patient may be in a somewhat confused state, 
with varying degrees of memory distur- 
bance and perhaps temporary disorientation. 
This "organic" confusion almost completely 
clears up in 3 to 4 weeks after the termi- 
nation of treatment. It was, therefore, de- 
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sirable to compare the results of testing 
during the period of marked memory dis- 
turbance, and subsequently when this pericd 
of disturbance had abated. Occasionally, pa- 
tients manifested temporary clinical im- 
provement only during the immediate con- 
fusional period; in these instances, when 
symptoms of the illness returned, they were 
usually evident within 3-4 weeks after te-- 
mination of therapy. 

Rorschach tests were given to only twentv 
schizophrenic patients before and after ele-- 
tric shock therapy; the post-treatment Rot- 
schach records were taken two to four weeks 
after termination of treatment. 

The clinical responses to convulsive the-- 
apy were evaluated approximately 4 weeks 
after termination of therapy so that patiencs 
who showed remission of symptoms imm=2- 
diately after therapy and subsequently r2- 
lapsed, were considered unimproved. Four 
categories of clinical response to the treat- 
ment were arbitrarily considered: o—unira- 
proved; 1—slight improvement, consistirg 
chiefly in a lessening of anxiety or tensicn 
or depressive affect without charge in dela- 
sional formations or neurotic somatic sym3-. 
toms; 2— substantial remission of all syms3- 
toms, including affect components, delusiors, 
hallucinations, and somatic symptoms; 3— 
complete recovery with disappearance of all 
affective, ideational, and somatic distur- 
bances related to their illness. 


RESULTS 


The observations made during the Minne- 
sota Tests are shown in Table 1 and Grap-s 
I, 2, 3, and 4. 

It may be noted that in the Minnescta 
test, 9 personality components are evaluated 
and scored. These include the followinz: 
Hs(hypochondriasis), D(depression), Hy 
(hysteria), Pt(psychopathic), Mf(home- 
sexual trend), Pa(paranoid), Pt(psyches- 
thenia), Sc(schizophrenia), Ma(mania). 

The Minnesota test scores for each per- 
sonality trait listed above should normaly 
be below 70. Any scores above 70 are can- 
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TABLE 1 
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GRAPH r.—The Minnesota Multiphasic Personality Inventory—affective disorders. : 
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GRAPH 3.—The Minnesota Multiphasic Personality Inventory—schizophrenia (improved). 
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sidered to be an exaggerated degree of that 
particular personality component and there- 
fore suggest morbidity. The component 
personality scores for all individuals in each 
diagnostic group were averaged and plotted 
on graphs, so that avetage curves were made 
for the manic-depressive and involutional 
group combined (affective disorders), the 
psychoneurotic group and the schizophrenic 
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quently showed scores above 70 not only in 
the D factor, but in other. factors as well, 
particularly the Hs, Hy, and Pt factors. 
However, the graph reflects this, since the 
average scores for these personality com- 
ponents were between 60 and 70. Immedi- 
ately following termination of shock treat- 
ment all scores became lowered upon 
retesting with the exception of Mf (homo- 


group. In the latter-mentioned, separate sexuality factor) which became slightly ele- 
graphs were made for those who showed vated, but still remained within the normal 
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GRAPH 4-—The Minnesota Multiphasic Personality Inventory—schizophrenia (unimproved). 


grades 2 and 3 improvement on the one 


hand (there was no grade 4 improvement), 
and those who exhibited only grade 1 or no 
improvement on the other hand. In the psy- 
choneurotic group all patients were averaged 
together since all were essentially unim- 
proved except for one patient who showed a 
grade 2 response. In the affective group, 
since no patient remained entirely unim- 
proved and the great majority showed sub- 
stantial improvement (grades 2 or 3), all 
patients were averaged together. Graphs 
were made of all panca before and after 
treatment. 

It may be observed that in the affective 
patients the average curve exceeded 7o in 
only one personality trait, namely in the de- 
pressive score. It should be remarked, how- 
ever that individual graphs of patients fre- 


range. The greatest changes occurred in the 
D score, which showed an average deviation 
of 33.4 points downward, and the Hy score, 
which showed a deviation of approximately 
23 points. Next most affected were the Pt 
and Hs values. Upon further retesting about 
4 weeks after the end of therapy, the second 
post-treatment studies showed an upswing 


: of almost all the scores, particularly the D, 


Hy, Hs and Pt scores. It may be noted 
that the Ma and Mf values remained rela- 
tively unchanged with the Mf showing a 
slightly downward trend, which was the 
reverse trend of the other scores. At this . 
point, patients were regaining their memory, 
becoming fully aware of the fact that they 
had just gone through an emotional illness, 
and approaching their pre-psychotic level. 

In the psychoneurotic group, it may be 


` 1947] 


noted that the pre-treatment depression score 
(D) was high, similar to that observed in 
the affective group of disorders; but in addi- 
tion, the Hy score is above normal limits 
and the Pt score is at 70, the borderline 
top level. Immediately after treatment, the 
scores showed a general decrease, but not to 
the extent that was observed in the manic- 
depressive group. Although the depression 
score was originally even higher in the psy- 
choneurotic group than in the affective dis- 
orders, it may be observed that electric treat- 
ment resulted in an average deviation of only 
IO points for the psychoneurotic patients, as 
contrasted with a deviation of 334 points for 
the affective group. In spite of the 10 point 
dip in the psychoneurotics of the D score im- 
mediately after shock treatment, it, neverthe- 


less, did not go below 7o. The interesting ` 


feature 1s that in the third test, 4-8 weeks 
after treatment, the average scores of the D, 
Hs, Hy, Pt and Sc components were all at a 
higher level than prevailed before the treat- 
ment. The Mf scores and the Ma scores, as 
in the manic-depressive group, showed very 
little change. However, the Mf score did 
show the "inverse reaction" which was evi- 
dent in the affective group. It might be in- 
dicated here that all of the psychoneurotic 
patients with one exception exhibited only 
slight temporary improvement or no im- 
provement in the immediate post-shock pe- 
riod. Later, however, at the time the second 
post-treatment tests were taken, many of 
these patients were exhibiting an increase in 
anxiety. 

In the schizophrenics considered as im- 
proved it may be observed that the pre-shock 
test showed no average scores which ex- 
ceeded 70. However, the two highest scores 
were in the D component (69) and the Sc 
component (65). Immediately after shock 
treatment, the average curve resembled in 
form the curve noted in the M-D patients 
with the important exception that the per- 
centage of variation in scores between pre- 
treatment figures and the first post-treat- 
ment averages was not as great. Of interest 
is the fact that the Mf score and the Ma 
score remained about the same. Very sig- 
nificantly, the final test scores showed a sub- 
stantial further decrease, particularly in the 
Hs and the D components. This third curve 
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is a marked deviation from that observed 
in the manic-depressive patients, where the 
final scores all showed elevation (except 
Mf) particularly in the D component. 

The unimproved schizophrenic group 
yielded a pre-treatment curve which was not 
remarkably different from that noted in the 
pre-treatment schizophrenics who improved. 
The two highest figures were in the Sc and 
D components, at a level of 70, with the 
Pd and Pt closely following at averages of 
approximately 68 and 67 respectively. Im- 
mediately after shock therapy the curve 
showed some lowering of all scores with the 
exception of the Hs score, which exceeded 
70, and the Mf score, which moved upward 
slightly. The very significant observation, 
however, was that the second post-treatmert 
scores completely reversed the trend noted in 
the improved schizophrenic patients. The 
average scores for all personality factors 
were elevated, particularly the D, Hs and Pt 
components. It will be further noted that a 
similar trend appeared in the psychoneurotic 
group where the third scores also exhibited 
significant elevations. Many of the unim- 
proved schizophrenic patients manifested 
clinically an increase in anxiety, hypochon- 
driasis, as well as paranoid and depressive 
trends after the immediate post-shock phase 
had passed. 


RORSCHACH FINDINGS 


Twenty schizophrenics were given Ror- 
schach examinations(4) before and after 
ECT: of these patients eight were much 
improved, six were improved, and six re- 
mained unimproved two to four weeks after 
termination of treatment when the post- 
treatment Rorschach records were taken. 
Little difference was observed between the 
pre-treatment and post-treatment records of 
the unimproved patients. There was, how- 
ever, a difference between the pre- and post- 
treatment records of the improved patien:s. 
This 1s in accordance with the general ex- 
perience that the Rorschach records parallel 
fairly closely clinically marked changes in 
the patient’s personality. However the dif- 


ference was not so great as to be conspicuous 


in those components of the Rorschach which 
are usually tabulated. Table 2 summarizes 
some of the more important components. 
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Perhaps the most significant conclusion from 
this table is that those schizophrenics who 


benefited from ECT have shown less de- . 


viation from the norm of the average healthy 
adult than those who did not benefit from 
ECT. Tke same conclusion was reached 
previously when a group of insulin-treated 
schizophrenics had been studied. The smaller 
deviation of the improved group from the 
norm established by healthy adults is indi- 
cated by such components as human move- 
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characteristic perceptanalytic (Rorschach) 
feature of schizophrenics was the great dif- 
ference in the quality of their best and most 
adequate responses on the one hand and the 
poor responses on the other. Such unex- 
pected variations in the quality of the per- 
formance level are typically schizophrenic, 
not only clinically but in perceptanalysis as 
well(4). The frequency and the range in 
this qualitative variation of the performance 
level were significantly reduced after suc- 
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ment, or M; color NUN or CR; as 
well as the percentage of sharply conceived 
forms, or *+%. These findings indicated 
that the variety and intensity of psycho- 
logical experiences of the improved group 
were more like those in the healthy group, 
than in the unimproved group. The capacity 
for prolonged and directed voluntary atten- 
tion was also superior in the improved group. 

The post-treatment Rorschach records of 
even the most improved schizophrenics show 
such basic similarities with the pre-treatment 
records of the patients as to suggest that 
apparently no basic personality change takes 
place in the schizophrenics as a result of 
ECT. It requires a more detailed analysis 
of the records to point out changes after 
successful treatment. Perhaps the most sig- 
nificant change 1s a reduction in the varia- 
bility of the performance level. The most 


cessful ECT. Associated with this canes ; 
was a drop in secondary elaboration. Some 
of the most absurd ideas of the schizo- 
phrenics were contained not in the percepts 
originally elicited by the Rorschach plates 
but in the secondary elaboration prompted 
by these percepts. After successful treat- 
ment, the schizophrenic came much more 
rapidly to the point, refraining from his 
usual wandering. In this respect ECT and 
insulin treatments co not appear to differ 
significantly. | 


DISCUSSION 


From the Rorschach evidence at least, the 
impression was gained that one of the effects 
of a successful ECT was the improved ca- 
pacity of the patient to be on his guard in 
disclosing his personality deficiencies. The 
restraint in the secondary elaboration of his 
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ideas seems to be correlated with the pa- 
tient’s unwillingness to discuss freely his 
subjective complaints. It is likely that this 
perceptanalytic finding corresponds to the 
schizophrenic’s so-called lack of insight 
which can be observed. so frequently even 
after very successful treatment. The basic 
personality defects were still largely retained 
but successful treatment enabled the patient 
to be more prudent in manifesting these de- 
fects even to his physician. This seemed to 
be particularly true of the paranoid schizo- 
phrenics. 

Qualitative analysis of the pre- and post- 
treatment Rorschach record of our twenty 
ECT schizophrenics suggested that improve- 
ment seemed to consist mainly of a reduc- 
tion of the patient’s subjective disturbance 
by a psychosis, the psychosis itself under- 
going apparently little change(5, 6). This 
reduction in the fear of the psychosis enables 
the patient to make better contact with his 
environment(7, 8). After successful ECT, 
the patient can make more efficient use of 
whatever capacities he still possesses. Schiz- 
ophrenics who are not markedly disturbed by 
their psychosis and personality changes as- 
sociated with the psychosis do not seem 
to benefit from ECT even if their person- 
alities do not seem to have deviated very 
conspicuously from the norm of healthy 
adults (9). | 

A number of negative and positive con- 


clusions may be drawn from the data ob- . 


tained by the Minnesota Multiphasic Per- 
sonality Inventory and the Rorschach Test: 

I. The Minnesota Inventory cannot be 
used as a dependable diagnostic aid. The 
authors of the Minnesota Inventory report 
that the Inventory correctly identifies pa- 
tients clinically diagnosed as schizophrenic 
in 6496. In our 75 patients the Minnesota 
differentiated schizophrenics from non-schiz- 
ophrenics with about the same degree of 
accuracy, 7.6., in 61% of our 75 cases. Tak- 
ing a score of 70 or above on the schizo- 
phrenic scale as suggestive of schizophrenia 
and any score below 70 as not indicating 
schizophrenia, the Minnesota detected only 
20 or exactly one-half of our 40 -schizo- 
phrenics. Nine of our 35 non-schizophrenics 
also received scores indicative of schizo- 
phrenia according to the Minnesota. There 
was no difference in.the degree of accurate 
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recognition between the improved and unim- 
proved schizophrenics. This very high 
degree of error is understandable if one 
considers that the Minnesota like all other 
personality inventories, cannot determine the 
degree of intellectual deviation. The patient 
must admit the false nature of his halluci- 
nations and delusions, the psychogenic origin 
of his somatic complaints, and other psycho- 
pathological features before his score on the 
Minnesota schizophrenia scale can become 
significantly high. 

The recognition of a manic-depressive de- 
pression by means of the Minnesota is even 
less valid. It was correct in only 57 per- 
cent of our 75 patients. Nineteen of our 24 
manic depressives and 27 cf our non-manic 
depressives obtained significantly high scores 
(70 and above) on the depression scale, 
which suggested a manic-depressive depres- 
sion according to the norms provided with 
the Minnesota Inventory. Thus the diag- 
nostic validity of the Minnesota was so low 
as to make the test impractical as a diagnos- 
tic aid especially in difficult problems of 
differential diagnosis. 

2. The Minnesota was aiso a failure as a 
prognostic aid. A glance at the pre-treat- 
ment scores of the schizophrenics who ben- 
nefited from treatment and of those who 
did not, reveals no significant differences 
whatever. Thus the Minnesota would not be 
helpful in the selection of proper patients for 
treatment. 

3. However, the Minnesota appeared to 
have a limited prognostic value when used 
one week after termination of treatment for 
determining whether or not the patient would 
retain any improvement that had taken place. 
In the schizophrenic group there appeared, 
within a week after termination of treat- 
ment, significant differences between the pa- 
tients who remained improved and those who 
showed no persisting improvement. If the 
score immediately after treatment dropped 
below the pre-treatment score by at least Io 
points on the hypochondriasis, depression, 
hysteria and psychopathic-deviation scales, . 
then the improvement was maintained. It 
is of interest to note that the immediate post- 
treatment examination revealed such differ- 
ences between improved and unimproved 
schizophrenics, especially since most patients 
at that time still suffered from memory and 
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. other disturbances associated with ECT. No 
examinations were made later than 3 months 


following treatment; consequently nothing. 


can be said regarding the possibility of later 
relapses. 

4. In the unimproved schizophrenics and 
psychoneurotics, the second post-treatment 


tests taken one to two months after termina- 


tion of treatment yielded higher scores than 
the pre-treatment tests. In this manner the 
Minnesota reflected the increase in symp- 
tomatology and anxiety which these patients 
frequently had when they realized that shock 
therapy had not helped their condition. It 
is possible, also, that the treatment had 
weakened the patients' defense mechanisms 
and thus enabled the deepseated anxieties, 
phobias, etc., to become more pronounced. 

In contrast to the Minnesota and other 
personality questionnaires which were not 
helpful as diagnostic or prognostic aids, the 
perceptanalytic test of Rorschach was a valu- 
able prognostic and diagnostic aid. The 
Rorschach findings paralleled the personality 
changes observed clinically. Even before 
treatment there was a significant difference 
between the Rorschach records of improved 
and unimproved schizophrenics treated with 
ECT. 

The improvement after shock therapy 
seemed to depend on two different factors. 
One condition. for improvement was the 
presence of only mild or no intellectual re- 
gression. In other words, the patient's in- 
tellect should not be markedly affected by 
the psychosis. The other condition was that 
there be a marked discrepancy between the 
potential and the actual level of the schizo- 
phrenic's mental or psychological function- 
ing. The greater this discrepancy, the greater 
the improvement seemed to be, other condi- 
tions being equal. 

According to the Rorschach findings, the 
discrepancy between the potential and actual 
mental functioning was apparently correlated 
with the schizophrenic's anxiety engendered 
by his awareness of the personality changes 


which had taken place as a result of the psy- 


chosis. To use simple language, many schiz- 
ophrenics "exaggerate" the effect of the psy- 
chosis upon their personalities. They become 
unduly anxious and withdrawn in an ap- 
parent attempt to minimize the chances of 
` maladjustment and conflict with the environ- 
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ment. Some become anxious and agitated . 
as if trying to escape painful insight into 
their personality deficiencies by means of a 
vigorous and usually sudden increase in 


‘motor activity. The patients seem so pre- 


occupied with their anxiety and what might 
be termed their attempts to cure themselves 
of the anxiety that they neglect to function 
as well as they could in objective reality and 
in social relationships. If anxiety and de- 
pression are secondary results of the psy- 
chosis, then successful shock therapy re- 
moves these secondary effects of schizo- 
phrenia (6). According to available Ror- 
schach evidence, schizophrenics whose actual 
psychological performance level is near their 
potential level do not improve even when 
these patients show very few, or no primary 
intellectual deficiencies caused by the psycho- 


` sis (7, 9). 


The following personality changes have 
been observed in schizophrenics by means of 
the Rorschach method after a successful 
treatment: the patients became much,more 
concise; they were less circumstantial; the 
logical coherence of their reasoning was im- 
proved. There was usually a definite im- 
provement in the capacity for consciously 
directed and prolonged voluntary attention. 
They showed more control in thought and 
action. They were emotionally calmer and 
less sensitive. At the same time they ap- 
peared emotionally duller. These results 
probably can be explained fully by a decrease 
of emotional pressure. The decrease in anx- 
lety and depression reacted favorably upon 
intellectual functioning. Thus, although there 
seemed to be no real improvement in intel- 
lectual capacity, the improvement in intellec- 
tual efficiency was very noticeable. The de- 
crease in anxiety through successful treat- 
ment resulted in a lesser stimulation of 
imagination and thus revealed more clearly 
the emotional impoverishment of the schizo- 
phrenic. | 

Finally, as far as the perceptanalytic test 
of Rorschach is concerned, there seemed to 
be no difference in its prognostic value 
whether used in insulin coma treatment or in 
ECT. 


. SUMMARY 


Personality studies were conducted on a 
group of 75 psychiatric patients classified 
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as psychoneurosis, schizophrenia, manic- 
depressive psychosis and involutional psy- 
chosis, before and after a course of electric 
convulsive therapy. The personality tests 
were made by means of the Minnesota Mul- 
tiphasic Personality Inventory and the Ror- 
schach perceptanalysis. The extent to which 
these tests may be utilized for evaluating the 
effects of electric shock therapy upon the 
personality structure are discussed. The di- 
agnostic and prognostic value of these exam- 
inations are commented upon. 

Note.—We wish to thank Miss Mary Szczerba 
for technical assistance in examining patients by 
means of the Minnesota Multiphasic Personality 


Inventory test and for her aid in the preparation 
of the graphs and tables. 


. BIBLIOGRAPHY 


I. Myerson, A. Borderline cases treated by elec- 
tric shock. Am: J. Psychiat., 100: 355-357, 1943. 
2. Millet, J. A. P., and Mosse, E. P. On certain 


B. L. PACELLA, Z. PIOTROWSKI, N. D. C. LEWIS 91 


psychological aspects of electroshock therapy. Psy- 
chosom. Med., 6: 226-236, 1944. 

3. Moriarty, J. D, and Weil, A. A. Healing 
mechanisms in the shock-treated neuro-ic patient. 
J. Nerv. and Ment. Dis., 101:20£-214, 1945. 

4. Rorschach, H. Psychodiagnostics: a person- 
ality test based on perception. IH. Huber (Berne, 
Switz.), 1942, Engl. transi. l 

5. Katz, H. Rorschach investigations on schizo- 
phrenics treated with insulin. Monatschr. f. psy- 
chiat., 104: 15-33, IQ4I. 

6. Piotrowski, Z. A. The Rorschach method as 
a prognostic aid in the insulin shock treatment of 
schizophrenics. Psychiat. Quart., 15: 807-822, 1941. 

7. Kisker, G. W. A projective approach to per- 
sonality patterns during insulin-shock and metrazol- 
convulsive therapy. J. Abn. Soc. Psychol., 37: 
120-124, 1942. 

8. Piotrowski, Z. A. Rorschach manifestations 
of improvement in insulin treated schizophrenics. 
Psychosom. Med., 1: 508-526. 

9. Piotrowski, Z. A. The prognostic 2ossibilities 
of the Rorschach method in insulin treatment. Psy- 
chiat. Quart., 12: 679-689, 1938. 


EFFECTS OF CEREBRAL ELECTROSHOCK ON EXPERIMENTAL 
NEUROSES IN CATS? 


JULES H. MASSERMAN, M. D., anp MARY GRIER JACQUES, M.S. 
Chicago, Ill. | 


Initial animal experiments in our labo- 
ratory had demonstrated that drugs such as 
morphine(36), amytal(24) or alcohol(25, 
26) which impaired cortical function(9, 22) 
thereby disorganized patterns of learned be- 
havior to a degree roughly proportional to 
their complexity and relative recency of ac- 
quisition. Accordingly, when such drugs 
were administered to animals which had been 
subjected to acute motivational conflicts(19), 
the induced inhibitions, phobias, compulsions 
and othe- complex neurotic patterns were 
temporarily disintegrated, permitting the pre- 
viously established goal-directed responses 
to reappear. To investigate the possibility 
that cerebral electroshock might have corre- 
sponding effects on “normal” and “neu- 
rotic" benavior, the following experiments 
were perzormed. 


METHODS 


Preliminary Training.—By the use of an 
automatic apparatus described in previous 
communications(19) 8 cats were trained to 
lift the lid of a box for a pellet of food and 
then to delay this response until a bell and 
light signal had been given. Seven of these 
animals next learned to close an electric 
switch ? that actuated the signals and feeder ; 
finally, these animals were taught to. walk 
away írcm the food-box around a glass 


barrier ir. order to reach and operate the 


switch in various positions. 


Induction of Neurosis.—In 6 of the ani- 


mals so trained an experimental neurosis was 
induced by subjecting them to an air-blast 
or electric shock at the moment of condi- 


1 Read at the 102nd annual meeting of The Amer- 
ican Psyckiatric Association, Chicago, Ill, May 
27-30, 1946. 

From the Department of Nervous and Mental 
Diseases, Northwestern University School of Medi- 
cine, and tne National Foundation for Psychiatric 
Research, Chicago. 

2The eighth animal was a kitten which had 
learned tbe signal-responses at the age of two 
months but had not been taught to use the switch. 
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tional food-taking, then repeating this con- 
flict-engendering experience from two to 
seven times at irregular intervals. As de- 
scribed elsewhere in detail(ri9), this proce- 
dure induced various neurotic aberrations of 
behavior which in the present experiments 
were observed and graded according to the 
criteria listed in Table r. The daily mean 
of these gradings, as demonstrated in previ- 
ous control studies(23, 26), furnished a sta- 
tistically reliable “neurotic index" of the 
intensity of taese aberrations in animals sub- 
jected successively to repetitions of the con- 
flictful stimuli, exposure to cerebral electro- 
shock, re-testing in the apparatus and later. 
retraining procedures (Table 2). 

Technique of Electroshock.—After the 
experimental neurosis had become stabilized 
over a period of from six weeks to a year, all 
of the neurotic animals and two normal con- 
trols (Table 2) were subjected to a course 
of cerebral electroshocks calculated to apply 
to the cat the dosages of current used in 
clinical therapy. The electrodes were copper . 
strips 4 cm. square coated with conducting 
jelly and held by means of a plastic arch so 
as to conform closely with the cranium. The 
course consisted of ten applications at two 
or three-day intervals of a 30-volt 60-cycle 
current passed for five seconds through the 
cerebrum. During each convulsion the ani- 
mal was suspended in a cloth hammock, 
from which it was removed to an observa- 
tion cage after the tonic movements had 
ceased. 

Anatomic Controls.—A fter from one day 
to 12 weeks of further observation and re- 
testing in the experimental situation, the 
animals were anesthetized by the intraperi- 
toneal injection of 6 cc. of 6 percent nem- 
butal. The brains were then removed, fixed 
in formalin, embedded in celloidin and sec- 


3 The authors are indebted to Dr. A. E. Walker 
and Mr. J. Kohlross of the Department of Neuro- 
surgery, University. of Chicago, for their coopera- 
tion in this porzion of the research. 
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TABLE 1 
EXPERIMENTAL OBSERVATIONS AND SCALE OF RATINGS * | 
I, Food Avoidance VII. Apparatus Avoidance 
O Feeds freely on pellets O Active efforts to enter cage; remains 
I Erratically or on fish only I Indifferent to entry or removal 
2 From box. only when guided 2 Leaves apparatus for outside' attraction 
3 Hand feeding only 3 Indifferent to entry; later attempts escape 
4 Special food only 4 Sustained phobic reactions to placement 
5 Rejects all food 5 Violently resists entry; attemp:s escape 
IL Food Box Avoidance VIII. Hypersensitivity 
o Find SDens ud bl o Response focused on feeding situation 
: V RPM rd istractible 1 Alert but not distractible 
i Am : gd ; xem d 2 Over-alert, distractible 
p Approacies WUSU-BHIOC 3 Occasional generalized startle 
4 Resists guidance F t lized d 
5 Actively avoids food box GRRE ere foe dis , 
5 Generalized phobic response (crouching, 
, , panic) 
IIT. Switch Avoidance 
o Works switch spontaneously : f 
1 Works switch with guidance IX. Avoidance of Experimenter 
2 Use irregular or sporadic 0 Dependent, seeks petting 
3 Hesitant and incomplete 1 Friendly, spontaneous 
4 Will not use switch - 2 Tolerant only 
5 Shows active avoidance 3 Indifferent, solitary 
4 Attempts escape 
IV. Fear of Signal 5 Active hostility 
o No fear of signal 
I Slight startle "X. Motor Disturbance 
2 Occasional fear, submaximal o None 
3 Occasional fear, maximal (1) Hyperactive I Hypoactive 
4 Consistent fear, submaximal (3) Tics 3 Immobile 
5 Consistent fear, maximal . (5) Convulsions 5 Catalepsy 
V. Situational Retreat XI. Substitutive Behavior 
o Enters rear T only for switch o None 
1 No V diede position in cage i 1 Preening, playing, rubbing 
is SES tears RR for Me 3 Deviant responses (prolonged switch press- 
: Reste cui D Pii dus Š ing, excessive clawing, pacing, rituals} 
g Tries to get to rear even when obstructed 5 Persistent bizarre responses 
VI. Fear of Constriction t XII. Autonomic Changes 
o None, feeds on signal .( None grossly observed — — 
I Slight restlessness but feeds I Horripilation, pupillary dilation, vascular 
2 Leaves food at movement of barrier dilation -— 
3 Ignores signal when constricted 3 Trembling, tachycardia, irregular breath- 
4 Phobic reactions increased when constricted ing, salivation, retching . 
5 Panic reaction when constricted ; 5 Vomiting, urination, defecation 


* These ratings were employed in calculating a mean “neurotic index” which was useful in comparing the behavior cf 
one or more animals under various conditions and at various times. While this index was found to be valid for statistical 
purposes, the patterns individually graded are not to be considered as independent variables in a behavioral continuum. 
" i “Rear” refers to the portion of the cage away from the food-box and entered with some difüculty around a glass 

arrier. : 

t Fear of constriction was tested by moving the barrier slowly to a point 14 in. from the food-box, giving the feeding 
signal, and then moving the barrier back toward the box. 
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tioned sagittally. Twelve sections from each 
brain were then stained serially by H. & E., 
Nissl and Niemer techniques for micro- 
Scopic examination. 


RESULTS 


The results may be summarized as follows 
(cf. Table 2.and Plate 3).* 

Effects of Electroshock on Neurotic Be- 
havior.—ln general, all neurotic patterns 
showed progressive disintegration’ during 
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simple switch-manipulation and other goal- 
directed patterns that' had been relatively 
well established before the induction of the 
neurosis. Tae latter effects were particularly 
evident in cat No. 2 which had been given 
only two trials in the apparatus during the 
course of the electroshock therapy. This 


animal had been markedly inhibited and 


phobic in the experimental cage before treat- 
ment, yet two hours after the tenth electro- 
shock the animal readily re-entered the ap- 
paratus, operated the switch efficiently and. 


electroshock therapy, i. e., all of the neurotic | 


TABLE 2 
Neurotic 

Neurotic No. runs index Rating 

index during 24 hrs, index 
Anim before Duration shock after shock last 
no. shock * of neurosis series no. IO : Follow-up run 
I 3.01 Over I2 mo. 27 0.50 IO weeks 0.00 
2.08 6 weeks 2 0.41 8 weeks 0.41 
3 3.84 12 weeks 27 2.23 1 12 weeks 0.33 
4 2.33 Over 12 mo. 27 0.36 I week t —- 
5 2.00 4 weeks I.58 8 4 weeks 0.53 
6 0.30 None I.16 I week 0.00 
7 0.09 None 27 0.54 I day — 
8 2.58 6 weeks 27 0.33 6 weeks 0.08 


* Cf. Table 1 and footnote. An index of less than 1 generally represents no or mild irregularities; 1 to 2, moderate 


neurosis, 2 to 3, marked neuroses; above 3, severe neurosis. 


Cat. No. 3 lost the specific phobias associated with its neurosis, but developed marked general anxiety in the course 
of shocks. There was a gradual recovery with guidance during the follow-up period, although a similar period`of guidance 


before shock Lad been ineffective. 


Cat No. 4 died of an intercurrent distemper at the end of this period. 


Cat No. 5 lost his neurotic symptoms after the shock series, but 


did nct feed normally until after medication for 


intestinal parzsites one week later, after which the rating index dropped to .o8. 


animals showed lessened physiologic mani- 
festations of anxiety in the locale of the ex- 


perimental cage, diminishing startle and 


phobic reactions to the feeding signals or to 
space constriction, disinhibition with re- 
gard to opening the food-box, passing the 
barrier or operating the switch, and a mitiga- 
tion of cataleptic motor disturbances and of 
compulsive and regressive behavior. These 
effects appeared within two hours after the 
first or second electroshock but generally 
retrogressed within 24-48 hours until the 
fourth shock, subsequent to which improve- 


ment became continuous in three of the 4: 


cats tested in the apparatus (Fig. 1). Con- 
currently, in 5 of the 6 neurotic animals 
there was a progressive reappearance of 
exploratory activity, responses to signals, 


4 The methods and results of these experiments 
are also recorded on a 16 mm., 700 ft, fully sub- 
titled motion picture film. “Electroshock Therapy 
in Experimental Neuroses," prepared by the au- 
thors and distributed by the Psychological Cinema 
Register, State College, Pennsylvania. 


fed at the ensuing signal without hesitation. 
Cat No. 5 which hzd not been tested in the 
apparatus at all during the course of the 
electroshocks at first showed considerable 
lethargy at the completion of the therapy ; 
however, wken a complicating intestinal in- 
festation was discovered and treated about 
a week after the last shock a marked and im- 
mediate improvement in behavior occurred. 

Loss of Adaptive Capacities.—Neverthe- 
less, while this restitution toward relatively 
"normal" behavior was observed in all of 
the animals (Table 2, columns 6 and 7) and 
remained stable during periods of up to 12 
weeks after the electroshocks were discon- 
tinued, other deficits appeared and per- 
sisted. Thus, the animals showed a gen- 
eral loss of spontaneity and initiative, occa- 
sional disorientations for space and timing 
of action, variable fragmentation and stereo- 
typy of movement, difficulty in shifting from 
one response pattern to another (4. e., signal- 
response to switch-manipulation); a ten- 
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^ | 
dency to remain “stimulus-bound” (e. g. 


keeping the head in the food-box between 
signals) and, most evident of all, a marked 
impairment in the efficiency and facility with 
which the animal performed complex, re- 
cently-learned patterns such as passing the 


NEUROTIC INDEX 
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with improvement in 24 hours; after the 
third shock there occurred more persistent 
difficulties in opening the food-box, and after 
the fourth there was increasing bewilder- 
ment, fragmentation of behavior and per- 
severation in the patterns of switch-manipu- 


- PRE-SHOCK 
e2 HOURS 
024 HOURS 
e 48 HOURS 


NORMAL CAT 7 972 HOURS 


DEFINITELY NEUROTIC 


4 5 6 
NUMBER OF SHOCKS 


Fic. 1.—Sample effects of cerebral electroshock on normal and neurotic behavior in cats. In the nev- 
rotic animals Nos. 1, 4 and 8 each shock produced definite alleviation of neurotic patterns in two hours, 
although with fairly consistert retrogression at 24, 48, and 72-hour intervals until after the fourth cr 
fifth shock. Animal No. 3, however, after an abortive second shock developed generalized phobic reac- 
tions which kept its neurotic index high (see text). In the normal animal (No. 7) progressive failures in 
complex switch-manipulation and other behavioral deficits gradually raised the neurotic index throughout 


the course of the electroshocks. 


barrier and operating the signal-switch in 
difficult positions. 

Effects on Normal Behavior.—Of the 2 
normal animals subjected to electroshock, 
the one (No. 7) given daily runs in the ap- 
paratus during the course of electroshock 
treatment showed the following changes in 
behavior: Two hours after the first shock 
there was a transient loss of spontaneity in 
passing the barrier to reach the switch ; after 
the second shock there was occasional spatial 
disorientation (e. g., attempts to use the 
wrong passage around the barrier) again 


lation and feeding. These became more per- 
sistent until, after the eighth shock, failures 
to use the switch, delays in signal-response, 
frustraneous opening of the food-box be- 
tween signals (reversion to an early training 
pattern) and other deficits in adaptation as 
long as 72 hours after shock were reflected 
in a gradually rising “neurotic index" (Fig. 
I.curve 7). Similar deficits were apparent 
in cat No. 6, which was not run in the ap- 
paratus during the course of the electro- 
shocks ; e. g., 2 hours after the last shock the 
previously well-learned responses to the 


96 ELECTROSHOCK AND EXPERIMENTAL NEUROSES IN CATS 


signals with the food-box closed were obliter- 
ated, although they were easily restored by 


opening the box to display food. Similarly, | 


the animal did not resume its accustomed 
use of the switch until it had accidentally de- 
pressed the switch-platform on several oc- 
casions; even thereafter the animal used the 
switch only when the latter was placed in 
proximity to the food-box. In other words, 
following electroshock the control animals, 
like the neurotic ones, showed loss of spon- 


taneity, disorientations in time and space, 


difficulties of retention, constriction of per- 
ceptive end integrative fields, and frag- 
mentation or disintegration of complex 
adaptations, as contrasted with the relative 
preservation of the simpler and more stable 
response-patterns that had previously been 
established. 

Contributory Observaitons.—A number of 
phenomera relevant to certain biodynamic 
principles of animal behavior(20) also ap- 
peared in these studies and may be noted 
briefly under the following headings: 

M otiva£on.—Even after electroshock had 
partially disintegrated the neurotic symp- 
toms of our experimental animals it was ap- 
parent that the resumption of former pat- 
terns of adaptation still depended on the 
degree oi normal motivation that could be 
reinduced. For example, hunger had to be 
evoked before effective signal-responses 
would reappear, and performance could be 
improved by use of especially tempting 
foods. As an instance of pathologic factors 
in this ccnnection, cats No. 5 and No. 8 
showed little or no recovery of normal feed- 
ing after electroshock until their intercur- 
rent parasitic infestations had also been 
treated. | 

Relative Experiential Evaluations.—Axni- 
mal No. 3, because of a defective electrode, 
received insufficient current at the time of 
the second electroshock to induce a com- 
plete convulsion with unconsciousness. Sig- 
nificantly, this animal thereafter showed 
specific fear of the electrodes, hammocks 
and Variac and manifested such. general un- 
easiness ir the laboratory that, despite the 
fact that its fear of the feeding-situation had 
not been resolved, it preferred to escape 
from the room into the experithental cage. 
Here a change of the food-reward from 
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dried meat to pellets of fish served to re- 
establish the signal responses in ten more 
days of testing, but even at the end of the 
course of electroshocks the neurotic index 
was still relatively high (Fig. 1); indeed, 
eleven additional weeks of special indul- 
gences and retraining in the laboratory were 
required before further improvement could 
be secured (Table 2). Cat No. 1 also had an 
abortive second shock that did not appear 
to abolish consciousness, but its subsequent 
phobic reactions were less severe. The shocks 
seemed to. induce immediate unconscious- 
ness in all other instances, yet it is signifi- 
cant that six of the animals, although ordi- 
narily friendly, often became actively resis- 
tant while being prepared for the treatments, 
and two of them (Nos. 3 and 6) showed 
marked evidences of anxiety under such cir- 
cumstances. lt is noteworthy that in these 
animals the amnesia and phobic associations 
were anterograde: 7. e., there was little strug- 
gling in the apparatus itself, but the handling 
of the animal preparatory to shock produced 
physiologic manifestations of fear. 
Cerebral Changes after Electroshock.— 
All of the stained sections from the electro- 
shocked brains were examined independently 
by three observers,? along with correspond- 
ing sections from two trained animals (Nos. 
9 and 10) not exposed to electroshock. To 
add to the objectivity of these examinations 
the sections were labeled so as to furnish no 
information about the particular experi- 
mental procedure employed in the animal 
from which they had been taken. The con- 
sensus. of these observers was that definitely 
pathologic changes occurred only in cat No. 
4. The brain sections from this animal 
showed slight thickening of the basilar 
meninges, dilated vessels in the sulci, peri- 
vascular and subpial bleeding and, possibly, 
unidentified cellular inclusion-bodies (R.R.) ; 
however, this enimal (cf. Table 2) had died 
of an intercurrent acute distemper six days 
after the last electroshock. The other sec- 
tions- occasionally showed vascular or capil- 
lary engorgement, slight distention of the 
Virchow-Robin spaces and scattered sub- 


5 Thanks are due to Dr. Richard Richter of the 
Department of Medicine, and to-Dr. Jack Woolf, 
Department of Neurosurgery of the University of 
Chicago, for cooperating with one of us (J.H.M.) 
in this portion of the study. 






ial hemorrhages, but since these changes 
were minimal and also appeared in the un- 
shocked controls, they seemed attributable to 
the effects of the terminal anesthetic or to 
post-mortem artifacts. Certainly, none of 
the sections revealed gross cellular changes, 
marked gliosis or architectonic distortions 
that could be specifically attributed to the 
pathologic effects of electroshock (cf. 
plates). Consequently, the most likely infer- 
ences to be derived from the anatomical 
portions of our study were that the histologic 
and microscopic techniques employed were 
less adequate as an index of the molecular 
changes in brain structure or function pro- 
duced by neurosis or electroshock than were 
the actual deviations in total behavior ob- 
served in the living animal. 

"Therapeutic" Factors in Electroshock.— 
Our observations indicated, therefore, that 
cerebral electroshock can modify behevior 
. (a) by disintegrating both the mnemonic and 
reactive factors in complex "neurotic" pat- 
terns such as inhibitions, phobias, and com- 
pulsions while leaving the simpler, goal- 
directed responses relatively intact, (b) by 
forcing behavior into new channels of adap- 
tation, and (c) by making possible the re- 
establishment of latent and more "normal" 
patterns. In the latter instance various 
methods of ancillary therapy could then be 
employed, e. g., increasing normal motiva- 
tions, exerting environmental pressures to 
force the animal toward a solution of re- 
sidual conflicts, guidance by the experi- 
menter into re-exploratory behavior and, 
finally, active working-through of the prob- 
lems on the part of the animal However, 
part of the price of recovery was a variable 
loss of certain higher adaptive capacities; 
e. g., even at the end of their post-shock test- 
ing period, four of the animals in this study 
had not re-acquired their normal facility and 
efficiency in complex skills of which thev had 
formerly been capable. 


DISCUSSION 


Previous experiments have shown that 
convulsions produced in various animals by 


electroshock, by insulin hypoglycemia, or | 


by the injection of metrazol disorganized 


6 For a detailed discussion of these methods see 
reference(19). 
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complex adaptive patterns such as maze- 
running(17, 34, 4) or the extinction of con- 
ditioned responses(31, 30, 13, 6). These ef- 
fects have been attributed to temporary or 
permanent impairment of cortical functions 
either directly by anoxia(11) or by anoxia 
subsequent to depression of cerebral metabo- 
lism(40). 

Anatomic Effects—Definite histopatho- 
logic changes in the brains of animals sub- 
jected to electroshock have been reported in 
a number of studies,” but in some of these 
the currents used were excessively intense or 
prolonged ; also, the effects noted may have 
been due to vascular disturbances arising 
from medullary(1) and diencephalic stimu- 
lation, or to mechanical injury of the brain 
during the convulsions. It is significant, 
therefore, that while acute ganglion-cell 
effects(11) and alterations in tissue permea- 
bility and conductance(33) were produced 
and exacerbated in the human brain by suc- 
cessive electroshocks, controlled post-mortem 
studies on experimental animals(1, 7, 16, 
37) have revealed few or no permanent path- 
ologic changes detectable by standard tech- 
niques. 

Clinical Parallels—Tests of human be- 
havior after artificially induced convulsions 
yield results comparable to those obtained 
in animal experimentation. in these respects: 
mental efficiency batteries following metra- 
zol convulsions(38), and Rorschach records, 
handwriting and gestalt figure-drawings 
obtained after electroshock(18) show a se- 
vere impairment of performance immedi- 
ately after shock followed by a graduel 
reorganization of function; nevertheless, 
various amnesic defects persist after the end 
of the treatment(35, 42). While the greater 
accessibility of patients after a course of 
shock combined with psycho-therapy may 
result in "improved" 'scores on general 
tests of intelligence, it seems probable thet 
more highly specialized and sensitive tests 
will disclose subtle impairment of higher 
perceptive and integrative functions (cate- 
gory behavior) similar to those that result 


T McMahon(27) on guinea pigs; Langworthy 
(15) on rats; Heilbrunn and Weil(r2) in rabbits; 
Alpers and Hughes(2), Morrison anéd Weeks ard 
Cobb(28) in cats; Neuberger et al.(29) in dogs. , 
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from known organic lesions of the brain (8, 


IO, I4). 
' SUMMARY 


Six cats were made experimentally neu- 
rotic and were then subjected to cerebral 
electroshocks comparable to those used in 
clinical therapy. All of these animals 
showed a marked disintegration of inhibi- 
tions, phobias, compulsions and other neurotic 
patterns, with emergence of simpler, more 
normally readaptive behavior which could 
be further improved by guidance, retraining, 
and other corrective procedures. However, 
all of the neurotic animals and two normal 
controls subjected to the electroshocks also 
showed an impaired capacity for complex 
adaptations, with subsequent recovery . in 
only 2 of the animals. In no case, however, 
could these deficits be correlated with cor- 
responding histopathologic changes in the 
brain. The significance of these observations 
in relation to the clinical use of shock ther- 
apy is briefly QUSE 
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section through third ventricle, H. and E. stain; arrow points to pathologic changes summarized in text 
(b) Cat 6, H. and E. stain, level of coronal sulcus. (c) Cat 7, H. and E. stain, level of hypothalamus 
(d) Cat 8, Nissl stain, level of commissure. 
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ELECTROSHOCK THERAPY 
A Review or Over 23,000 TREATMENTS Ustnc UNIDIRECTIONAL CURRENTS ' 
PAUL H. WILCOX, M.D., Traverse Crry, Micu. 


The application of important physiologi- 
cal principles will soon bring about major 
changes in the currently accepted methods 
of electroshock therapy. Each change neces- 
sitates the re-evaluation’ of numerous fac- 
tors. The use of minimal electroshock con- 
vulsive stimuli, employing relatively low in- 
tensity unidirectional currents, initiated by 
Friedman, Reiter, and the author(r) in 
1940, has made possible a wider application 
of this therapy than the usual Cerletti-Bini 
technique has warranted. The introduction 
of electrical pulses of less than one milli- 
second duration will permit a further reduc- 
tion in the electrical energy required(2). 

This report presents a few aspects of what 
has been accomplished with the use of modi- 
fied half-wave rectified 60-cycle current ? at 
Traverse City State Hospital during the past 
5 years. There and elsewhere therapeutic re- 
sults, superior to those obtained by the more 
commonly used Cerletti-Bini technique, have 
been obtained with much less evidence of 
even temporary functional impairment of the 
brain beyond the immediate reorientation 
period of from 20 to 60 minutes following 
the convulsion. We have not needed to soften 
our convulsions with curare because the tech- 
nique produces a smoother, less violent con- 
vulsion.? We have been able to carry out 


1 Read at the rio2nd annual meeting of The 
American Psychiatric Association, Chicago, III, 
May 27-380, 1946. Manuscript revised Jan. 1947. 

From the Traverse City State Hospital, Traverse 
City, Mich. 

2 The Reiter Electrostimulator, manufactured by 
Reuben Reiter, D. Sc., 1366 York Ave, New York 
21, New York. 

3 There have occurred a few vertebral com- 
pressions and skeletal complications in our series. 
Curare may still be indicated in some very excep- 
tional cases, but we have considered it in only 2 
cases in more than 5 years’ experience. In January 
1947, we put our claims to the most rigid test pos- 
sible. We selected I4 cases. 

Each of these (1) had had over so electroshock 
convulsions given on the author's service, (2) had 


never had shock therapy of any kind elsewhere, - 


(3) was sill on the author's service, and (4) had 
never had an X-ray of the spine before. 


IOO 


psychotherapy concurrently with the treat 
ments because the patient does not becom 
disoriented or confused and his memor 
remains clear as far as the effects of the treat 
ments are concerned. We have been abl 
to continue the treatments in long courses i: 
resistent cases with less fear of brain dam 
age than with the Cerletti-Bini method. U: 
to May 1, 1946, 2,050 patients had bee: 


‘treated with electroshock therapy, and : 


total of 28,191 electroshock treatments ha: 
been given at Traverse City State Hospita. 

The statistical principle which I have in 
troduced is to review each patient at state 
intervals after the start of his shock ther 
apy. This method makes the review dat 
vary but standardizes the period reviewed i: 
respect to each patient. For the chronic pa 
tient only ward improvement 1s expected bu 
for early cases a high standard of social re 
mission (rehabilitation) is the basis of evalu 
ating the results of therapy. 


THe Frve Hunprep Mosr CHRONIC 
PATIENTS 


It is generally accepted that the duratio: 
of the illness before the start of shock ther 
apy is of 2rimary importance in prognosis 


The age range of this group was 18 to 63 and th 
range of treatments 64 to 194 per patient. Th 
span of time over which the treatments were give 
ranged from 5 mos. to 4 yrs, 3 mos. The tot 
number of treatments for all 14 patients was I,4I: 
One patient was a severe diabetic. Two showe 
minimal hypertrophic spur formation. Omne ha 
carried a systolic B.P. of around 240 throughou 
One showed considerable osteoporosis of the spin: 

X-ravs of the dorsal and lumbar spines failed t 
reveal any compression or wedging in a single on 
of the I4 cases. This result was better than w 
dared expect, and our only explanation is that w 
do not have any or at least not more than a fe 
silent vertebral fractures. We have been qute cor 
scientious about X-raying the spines of all patient 
who complain of back discomfort lasting more tha 
a few hours. The fact that our patients are nc 
dulled by our treatments may explain why bac 
symptoms are not overlooked. Of the small mumbe 
who do complain of back symptoms, only a fe 
have had vertebral compressions. 
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and all workers testify that chronic cases are shock therapy but had responded inade- 


resistant to cure. However, as a conserva- 
tive estimate, 40% of our most chronic pa- 
tients have shown significant improvement 
in ward behavior when Aegnale treated 
with electroshock. 

The 500 most chronic patients m have 
received electroshock therapy have been re- 
viewed in detail. These men and women 
were admitted to Traverse City State Hospi- 
tal during a period of over 43 years, and 
none was started on electroshock less than 3 
years after admission. The treatments were 
given by 13 different doctors without any 
uniform plan of selection of the patients. 
Many were selected for treatment because 
they were extremely difficult ward problems. 

Improvement in ward behavior meant sig- 
nificant decrease in wetting, soiling, destruc- 
tiveness and noisiness, and improvement in 
cleanliness, eating habits, general coopera- 
tion, work adjustment, and sociability. The 
basis of comparison was the patient's previ- 
ous ward behavior. No attempt was made to 
judge basic improvement in the psychosis 
other than in the ward behavior. Only a 
small number of these chronic patients im- 
proved enough to leave the hospital, even 
with the help of treatments. 

A detailed analysis of the 500 most chronic 
patients under discussion has been made, but 
space does not permit the publication of 
these tables and graphs in full. There were 
36 different diagnoses included: 696 were 
classified as manic-depressive-manic; 9% 
dementia pracox, type unspecified; 22% 
dementia praecox, hebephrenic; 17% de- 
mentia pracox, catatonic; 18% dementia 
precox, paranoid; 6% mental deficiency 
with psychosis; and 22% miscellaneous (30 
different diagnoses) (Table 1 #).* 

The distribution of the age at the start of 
treatment of the 500 most chronic patients 
reveals a median age for the women of 47 
years and for the men, 42 years; but the 
improved group had very nearly the same 
age distribution as the unimproved group 
(Tables 2A + and 2B +). 

Among the 500 were 145 chronic patients 
who had been treated previously with other 


4 The tables and figures marked with this sign # 
have been omitted for lack of space but will be 
supplied by the author on request. 


quately. Possibly the previous treatments 
kept them somewhat more responsive to 
treatment than the previously untreated pa- 
tients. Four months after the start of e.ec- 
troshock therapy 41% of these 145 patients 
showed ward improvement. The figure for 
the wholé 500 was .33%. The standard 


errors of the respective percents were 4.1% 


and 2.1%, and the critical ratio of the difer- 
ence of the percents was 1.7, which is fa-rly 
significant 5 (Tables 3 #4 and 4 +). 

The most consistent correlation with im- 
provement rate was the number of treat- 
ments administered. Improvement in evi- 
dence 4 months after the start of treatrrent 


was usually not maintained unless additicnal 


treatments were given. This brings ott a 
significant point. These patients are sufer- 
ing from a chronic ailment with a strong 
tendency to relapse into their previous inede- 
quate state. The best we can offer them at 
present is a maintenance treatment. 


5 The standard error of a percent was calculated 
as suggested in a personal communication from 


- Dr. H. H. Dedichen(5), Oslo, Norway, as follows: 


Standard error (e) — V Ee Ced) = 
n—I 


"n —1 
Where r = number improved, n == number of cases, 
r 
and k =—. 
n 


should be multiplied by roo to read in percents: 
Furthermore, the standard error of the difference 
between two percentages would be calculate as 
follows: 

Standard error of the difference (cur) == 
Vei + o7 where ey and e» are the standard errors 
of the respective percents. 

The statistical significance of the difference be- 
tween two percents would be the actual difference 
divided by the standard error of the difference, 
giving a critical ratio. À table of the chance proba- 
bilities of such ratios can be found in the Hand»ook 
of Chemistry and Physics(7). For example, a -atic 
of 1 would mean that the odds are only about 2 to x 
that the difference was not purely chance. A -atic 
of 2 would mean that the odds were about 21 to I 
that the difference was not purely chance. For a 
ratio of 3 the cdds would be about 369 to 1 against 
chance. Furthermore, when the total number oí 
cases is less than 30 the critical ratio of the differ- 
ence does not indicate the full chance factor. Sup- 


This answer would be in decimals so 





. plementary discussion of these formulas can be Dunc . 


in Lindquist (8). 
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Danziger and Kindwall(3) have indicated 
a method of estimating the adequacy of treat- 


ment ; namely, find the cumulative number of - 


treatments required for half of those who 
improved and double that figure. Thus, 
33% o: the 500 chronic patients showed 
ward improvement at the review 4 months 
after the start of treatment. Referring to 
Fig. 1, it is evident that 16.5% of the cases 
showed improvement with approximately 4 
treatmeats. This would give the figure of 8 
treatments as the minimum adequate trial of 
therapy at the 4-month review. If those 
who were unimproved and who were given 
IO treatments or less are excluded from the 
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Fic. r— Cumulative ward improvement rates, 
chronic men and women combined, 4-month review. 
A. All 500 cases. B. Excluding unimproved cases 
treated with 5 or less treatments, leaving 296 cases. 
C. Exeltding unimproved cases treated with Io or 
less treatments, leaving 235 cases. See Table 5 #. 


group 2s not having been given an adequate 
trial of treatment, a figure of 71% improved 
is obtained which is undoubtedly too high. A 
compromise calculation is to exclude those 
who were unimproved but had only 5 or 
less treatments. There can be little argument 
against -he claim that such patients were riot 
given acequate trial of therapy. This gives a 
figure of 5696 improved, which still seems 
too high and probably means the clinical 
judgment was adequate to foresee the un- 
favorable outcome even with less than 5 
treatments (Table 5 +). 

At the 4-month review the median number 
of treatments per patient was about twice 
` as high for the women as for the men, yield- 


ing 3896 ward improvement for the women 


and 3096 for the men with a critical ratio 


of the difference of 1.9, which is fairly sig- 


nificant (Table 5 # and Fig. 2 #). 
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The improvement rate drops off at subs 
quent review periods. The chronic men we 
treated less persistently than the women. 
the 24-month review period, excluding tl 
unimproved cases who had 5 or less trea 
ments, there is an improvement rate : 
4096 for the women and 27% for the me 
If the unimproved cases who had ro or le 
treatments are excluded, the improveme 
rate becomes 44% for the women and 41 
for tae men (Figs. 3 # and 4 #). 

A detailed study of the ward improveme 
rates at the 4-month review according to t 
diagnosis and according to the number 
treatments was made for the women (Tat 
6 3E). These findings have been grouped 
Table 7 and Fig. 5 showing that the dia 
noses manic-depressive, manic, dement 
precox, type unspecified, and mental de 
ciency with psychosis showed a better 1 
sponse than the hebephrenics, catatonics, a! 
paranoids. The two groups were given nea1 
the same number of treatments per patie: 
on the average. Examination of the recor 
reveals that the cases of dementia preeco 
type unspecified, were so diagnosed befo 
the classification was up to present standar 
of differentiation and included less we 
defined cases than those now specified 
hebephrenics, catatonic, and paranoid. 

Table 7 also shows the corrected figur 
when the unimproved chronic women, wi 
5 or less treatments are excluded from t 
diagnostic groups. This brings the ward ii 
provement rate for chronic hebephreni 
catatonics, and pararioids above 40%. The 
is considerable difference of opinion as 
what to consider improvement in the 
chronic patients, but a maintenance progre 
of at least 20 treatments per year will mai 
tain a significant degree of ward impro 
ment in at least 4096 of these most chrot 
patients. The use of minimal currents mak 
such a program possible without caust 
cumulative brain damage in the patients. 


THE 541 FIRST ADMISSIONS TREATED WI. 
ELECTROSHOCK ONLY, AND WITHIN 
4 MoNTHS AFTER ADMISSION 


For recent admissions and readmissic 
we have :ollowed a policy of giving nea! 
all patients aged 60 or under a trial of tre: 
ments unless they show prompt signs 
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TABLE 7 


CUMULATIVE WARD IMPROVEMENT RATE AT 4-MontH Review, RELATED TO NUMBER OF TREATMENTS; 
CONTRASTING Grours or DIAGNOSES, CuRoNIC WOMEN 


Group A—~58 cases 1-5 
Manic-depressive-manic. 
Dementia pracox—type unspecified. 
Mental deficiency with psychosis 
Cumulative No. of cases......... eere ee 25 
Cumulative: No. MUpsus vir Ere etx» 9 
Cumulative 96 IHID..ooetoc oit oe heri ein 1696 
See Fig. 5, Curve A 
Standard error of the 96............ s. See 0 
Group B—126 cases 
Dementia praecox, hebephrenic. 
Dementia przcox, catatonic. 
Dementia praecox, paranoid 
Cumulative No. of cases...............ses. 57 
Cumulative No. imp....... ccc cece ees I2 
Cumulative % imp....... cece cece ce ee ess 10% 
See Fig. 5, Curve B 
Standard error of the 96........2.... suu. 27 
Difference, Group À minus Group B........... 6% 
Standard error of the difference............... 5.6 
CTIUCAL PALO 2 esu e etse hires A—B iz 
Odiff 
Group A—42 cases 
Excluding the 16 unimproved cases with 1-5 
treatments, leaving 42 cases. 
Cumulative No. of cases. ....... eese 9 
Cumulative No. imp............c0cs eee 9 
Cumulative 96 imp......... losses eee 2196 
Standard error of the %..........ccceecce 6.3 
Group B-——8r cases 
Excluding the 45 unimproved cases with 1-5 
treatments, leaving 81 cases. 
Cumulative No. of caSes.........000- ee eee 12 
Cumulative No. imp......... 0... cece eee 12 
Cumulative 96 imp.......2--.c cece cece ees 15% 
Standard error of the 95... eee zs 4.0 
e 
[v] 
320 A 
= 
= 40 
#30 B 
> 20 
sm 
= 10 
= 
o0 
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Fig. 5—Cumulative ward improvement rates of 
chronic women at 4-month review, comparing diag- 
nostic groups. A.  Manic-depressive, manic, de- 
mentia precox—type unspecified, and mental defi- 
ciency with psychosis—58 cases. B. Dementia 
precox, hebephrenic,-catatonic, and paranoid—126 
cases, See Table 7. 


Cumulative number of treatments 
up to date of review 


1-10 1-20 1-40 Total 
42 5I 58 38 
21 26 29 29 
36% 45% 50% 50% 
6.4 6.6 6.6 6.6 
76 106 122 r26 
22 31 38 40 
1776 25% 30% 32% 
3-4 3.0 4.1 AI 
19% 20% 20% 18% 
7.2 77 7.8 7.8 
2.6 2.6 2.6 2.3 
26 35 42 42 
2I 26 29 29 
50% 62% 69% 59% 
78 7.6 7.2 7.2 
31 61 77 . 31 
22 31 38 40 
27% 38% 4796 49906 
5.0 5.4 5.6 5.6 


spontaneous improvement, or unless there 
are specific contraindications. The progrosis 
is often impaired if treatment is delayed until 
the symptoms become stereotyped. 

Over 60% of all first admissions aged 60 
or under who were treated early and ade- 
quately were rehabilitated by the end of 1 
year; 1.¢., they made a satisfactory social 
readjustment and were home or indepencent. 
By the end of the second year 65% were 
rehabilitated if adequately treated.* Psyzho- 


€ The phrase “if adequately treated" is an inpor- 
tant consideration. Danziger and Kindwall indicate 
a mathematical method of evaluating what can be 
considered “adequate.” In this paper the writer 
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therapy was also utilized when the patients 
were accessible, and an active employment 
program was followed whenever possible. 
The stazdard of rehabilitation used is rather 
high, and patients who were doing well at the 
I2-month and 24-month review periods were 
still not credited with rehabilitation if they 
had had a relapse during the preceding 6 
months. Any evidence from letters or social 
reports that a patient was not doing satisfac- 
torily excluded the patient from the rehabili- 
tated group. This is comparable with the 
term “social remission” as used by some au- 
thors as :here was no opportunity to examine 
the rehabilitated cases psychiatrically to de- 
termine the fine points of full recovery. 

The author's technique brings about the 
improvement in the patients without an in- 
termediate period of superimposed confu- 
sion and memory loss after the reorienta- 
tion phase of the convulsion. This pattern 
of response.!s explained on the basis of 
brain facilitation (see Wilcox(4) ).. 

These first admissions have been reviewed 
at 4 months (541 cases), 12 months (369 
cases), and 24 months ‘(341 cases) after the 
start of treatment for each patient. The 
median age at the start of treatment was 
37 years for both the men and women, and 
the improved cases had the same median age 
as the others. This group of 541 cases was 


attempted to apply their criteria very conservatively 
and then selected a group of 126 women who in 
general were adequately treated in order to see to 
what extent the mathematical predications could be 
' substantiated. It must be readily admitted that 
many patients in this hospital did not receive an 
adequate trial of therapy. Insofar as it might be 
that they would have responded if they had received 
an adequate trial of treatment, it is not fair to the 
technique zo retain them in the figures evaluating 
the results of the technique. 

. As will be seen in Table 14 the test series of 
women showed 63% (4.3%) rehabilitated at the 
i2-month review and 65% (34.3090) at the 24- 
month review. That difference is not statistically 
significant but most subgroups show a net gain at 
the 24-morth review. Actually, for the whole group 
7 (696) lost the status of rehabilitation between the 
12-month end the 24-month reviews, but another 10 
(8%) gained that status during that period. As 
indicated in the text, rehabilitation is not considered 
as such unless that degree of adjustment has been 
maintained for at least 6 months continuously before 
the 12-morth or the 24-month reviews, respectively. 
There may be an occasional patient classified as 
rehabilitated at both reviews who has suffered a 
brief relapse shortly after the 12-month review. 
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analyzed zs to rehabilitation rates and num 
ber of treatments at the respective reviev 
periods (Table 8#). The women quite con 
sistently were given more treatments thar 
the men. This is known to be partly influ 
enced by the doctors on the respective ser 
vices, but it is fair to ask whether the wo 
men may require more treatments on thi 
average. Our available information canno 
answer this question satisfactorily. Forty 
five percent of these 541 first admissions wer: 
classified zs rehabilitated at the 4-month re 
view (Fig. 6 #). It should be noted that th 
standard for rehabilitation at the .4-montl 
review is not quite the same as for the late 
reviews, because later we require a duratiot 
of rehabilitation of at least 6 months con 
tinuously up to the time of review. Ob 
viously that is impossible for the 4-montl 
review. 

The men showed 58% (+3.5%) rehabili 
tated at the 12- and 24-month .reviews 
whereas the women showed 58% (3.8% 
and 63% ( 23.996), respectively (Figs. 7 4 
and 8 4E). These standard errors of the per 
cents are large enough to make the signifi 
cance of the differences doubtful. 

The rehabilitation figures for these firs 
admissions have been adjusted by excludin; 
certain unrehabilitated cases as not havin; 
had "an acequate trial of treatment" (Tabl 
8 dE). This procedure can be determine 
only by examining the individuals thus ex 
cluded and by instituting a more “ade 
quate" treatment program to see whethe 
the percenzages actually are thus increasec 
When the 178 hebephrenic, catatonic, an 
parancid pracoxes are taken together, th 
percent rehabilitated at the 4-month reviev 
was 30% “+3.4%). When the unrehabili 
tated cases who had only 1 to 10 treatment 
are excluded, an adjusted rate for those re 
habilitated of 41% (+4.3%) is obtaine 
(Table 9 + and Fig. 9 #). By actual clini 
cal test in the 41 selected women hebephrenic 
catatonic, and paranoid przcoxes analyzed i; 
Table 12, the result of “adequate” treatmen 
yielded 34% (+5.9%) rehabilitated at th 
4-month review. 

Table 10 # shows the classification of th 
541 first acmissions as to diagnosis, 54 diag 
noses being represented. Table II arrange 


the diagnoses into 5 groups. The patient 
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within each group responded to electroshock 


therapy wita some similarity as shown in the 
rehabilitaticn rates at the 4-month review, 
30% (+3.5%) for hebephrenic, catatonic, 
and paranoid preecox group; 5996 (+5.5%) 
for the involutional and manic-depressive 
group; 72% (+6.2%) for the psychoneu- 
roses; 65% (+4.3%) for the alcoholic, 
toxic, etc., group; and 21% (+4.1%) for the 
central nervous system syphilis, old age psy- 
chosis, etc., group. The rehabilitation rate in 
the involutional and manic-depressive group 
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The author has not attempted to reclas- 
sify strictly his patients in this way, but 
actually Group A comes very close to 
Dedichen's Group I, but Group B contains 
cases which would be in Dedichen's Grorp 
II. Group D also contains a number cf the 
Dedichen Group II cases. 

The electroshock treatment program on 
the women's service has been intensive and 
fairly consistent since January I, 1943 We 
selected for special study a group o: 126 
women who (1) started on electroshock 


TABLE 11 


TEHE 541 FIRST ADMISSIONS TREATED WITH ELECTROSHOCK ONLY, AND WITHIN 
4 MONTHS AFTER ADMISSION; REHABILITATION Rates ÁCCORDING TO 
DIAGNOSTIC GROUPS AT THE 4-MoNTH REVIEW 


^, 


A. Hebephrenic, catatonic, and paranoid precoxes... 


B. Involutional psychoses and manic-depressives..... 


C. Psychoneuroses 


* o-* 9 9 € ?o se 9? 9» ? 9? 9  * Y P 4 & 9» $ * z * € $ $5 vee 


Men and svomen 


D. Alcoholics, toxics, atypical praecoxes, undiagnosed 


psychoses, and non-psychotic conditions.:..... 


E. Central nervous system syphilis, old age psychoses, 
—. psychopathic personalities, mental deficiencies, 


" "and miscellaneous organic psychoses.......... 


is decreased by the presence of the involu- 
tional paranoids and the manic-depressive 
manics. 

The dementia precox—‘other types" 
which include patients who are difficult to 
classify as definitely one or another of the 
subclasses, namely, hebephrenic, catatonic, or 
paranoid, respond better to electroshock ther- 


apy than those who can be more definitely’ 


classified. This can also be stated for the 
paranoid. conditions and undiagnosed psy- 
choses. Dedichen(5) in his excellent study 
of metrazol-treated cases compared to a con- 
trol series of untreated cases in Norway 
chose to classify his patients into syndromes. 
Group I were the dementia preecox mixtures 
without affective admixtures. Group II were 
those with various admixtures of schizo- 
phrenic and manic-depressive or confusional 
factors. Group III were the relatively pure 
manic-depressive Cases. 


2 


***"285-359* à 9»^95-5 9»9*t9*9»229959»9?&W***9*2559»9»2925 


Standard 
No. of No. i % error of 
cases rehabilitated rehabilitated the % 
. 178 53 30 3.5 
s BI 48 59 5.5 
- 53 38 72 6.2 
. ar 79 65 4.3 
. IO 23 21 4.I 
. 541 241 45 2.I 


within 4 months after present admission; 
(2) had no other type of shock therapy at 
any time; (3) started on electroshock be- 
tween January I, 1943 and April I, 1944, 
thus giving a 2-year review after the szart of 
treatment; (4) were not direct transfers 
from other hospitals. 

. These women included the second or more 
admissions as well as the first admissiozs. 
Table 12 shows the diagnostic distribution, 
including 33 diagnoses, and the classif.cation 
as to attack and duration of attack in relation 
to rehabilitation at the respective review 
periods. Unfortunately, this breaks down 
the statistics into very small units, each of 
which becomes unreliable statistically. Haw- 
ever, most of the trends shown are consis- 
tent and thus gain significance as the cases 
are grouped into larger groups as seez later 


in Table 14. In most groups there is some 


increase in the number rehabilitated at the 
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THE 126 Women Recent ADMISSIONS TREATED WITH EL=cTrosHocK ONLY, AND WITHIN 4 MowTH 
AFTER ADMISSION, STARTED ON TREATMENT BETWEEN JANUARY I, 1043 AND APRIL I, 10443 


REHABILITATION RELATED TO DraGNostic Groups, ATTACK, AND DURATION OF 


ATTACK AT Successive Review Pertops 


k 


Dementia præcox, hebephrenic 
First attack, duration 0-1 yr......... esed vss 
First attack, duration longer than 1 yr......... : 
Second or more attack, duration 0-1 yr.......... 
Second or more attack, duration longer than 1 n 
Talal cose isvawvedvi sues MEE 
Standard error ‘of thé Wacccwe ses Seid 


Dementia przcox,.catatonic 
First attack, duration 0-I yr............... e. 
First attack, duration longer than 1 yr.......... 
Second or more attack, duration 0-1 yr.......... 
Second or more attack, duration longer than I yr. 


Standard error of the Uus Ped EM era Peer 


Dementia przecox, paranoid 
First attack, duration o-f yr.......... sees vu 
First attack, duration longer than 1 yr.......... 
Second or more attack, duration 0-1 yr.......... 
Second or more attack, duration longer than 1 yr. 


Total . di LE *"**23959*52234955999»9229 
Standard error of the OG PETE 


Manic-depressive, manic 
First attack, duration O-I yr............... bas 
First attack, duration longer than 1 yr.......... 
Second or more attack, duration 0-1 yr.......... 
Second or more attack, duration longer than 1 yr. 


Total peer nenentecennae ev9ocótscotbsinooctave 
Standard error of the y mc DO 


Manic-dep-essive, depressed 
First attack, duration O-I yr...... 
First attack, duration longer than I yr.......... 
Second or more attack, duration 0-1 yr.......... 
Second cr more attack, duration longer than r yr. 


Toll oic wie dea pesca cee peas T PORE 
Standard error of the Us... eee er ere e 
Manic-depressive, other types, and involutionals 
(6 diagnoses ) * 
First attack, duration o-r yr.......... o 
‘First attack, duration longer than I yr.......... 
Second or more attack, duration 0-1 yr.......... 
Second or more attack, duration longer than I yr. 


Total ........ eee 
Standard error of the 76..... oe ecesecesecce 


milena 


Wumber rehabilitated 
Review EViN 
I I 
O 6 
Q- I 
I 2 
2 (22%) 4 (44%) 
(15 (18) 
3 4 
3 2 
0 2 
o G 
6 (40%) 8 (53%) 
(13) (13) 
2 3 
3 4 
Ó 9 
I 0 
6 (37%): 7 (41%) 
(12) (12) 
1 2 
0 o 
3 5 
I o 
5 (42%) 7 (58%) 
(15) (15) 
0 0 
I I 
4 04 
Ó I 
5 (63%) 6 (75%) 
(18) (16) 
o I 
; 
2 4 
I I 
5 (45%) 9 (81%) 
(16) (12) 


24-mo. 
review 


I5 -o-c 


4 (44%) 
(18) 


onua 


9 (60%) 
(13) 


= 
S| ET 


(5096) 
(12) 


lounon, 


7 (5840) 
(15) 


alwawo 


(75)% 
(16) 


| wen 


8 (72%) 
(15) 
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TABLE 12 (Con’r) 3 
Number rehabilitated 
No. of 4-mo. 12-mo. 24-mo., 
Cases Teview review review 
Psychoneurosis (7 diagnoses)t 
First attack, duration o-1 yr...... OUT - 4 -4 4 
First attack, duration longer than I yr.......... I2 9 9 II 
Second or more attack, duration 0-1 yf.......... 2 2 2 I 
Second or more attack, duration longer than 1 yr. I 0 0 I 
Total os Ss eso x Str Us "L— BE IS (75%) 15 (75%) 17 (85%) 
Standard error of the %....... "E (10) (10) (8) 
Miscellaneous (15 diagnoses) t ; 
First attack, duration 0-1 yr............ iusso: dE 8 IO IQ 
First attack, duration longer than I yr.......... 9 6 7 5 
Second or more attack, duration O-1 yr.......... II 6 5 5 
Second or more attack, duration longer than 1 yr. 3 I I I 
Total avtesrela aaa lese rer BA 21 (62%) | 23 (6870) at (62%) 
Standard error of the %...... pease A (8) (8) (8) 
All diagnoses (126 women) (33 diagnoses) 
First attack, duration 0-1 yr........ rescued 33 19 (5890) | 25 (7696) 25 (76%) 
First attack, duration longer than I yr.......... 46 24 (5270) | 26 (56%) 27 (59%) 
Second or more attack, duration o-1 yr.......... 33 17 (5270) 23 (70%) 22 (67%) 
Second or more attack, duration longer than I yr. 14 5 (36%) 5 (36%) 8 (5796) 
TOldlwecottcsSarl4brecns ee. TEN 7 i 65 (52%) 79 (63%) 82 (65%) 
Standard error of the %........ boni cen aed: (4.5) (4.3) (4-32 


* This group includes 3 involutional melancholia, 2 involutional paranoid, r involutional psychosis—other tyre, 2 


manic-depressive, circular, 2 manic-depressive, mixed, and 


I manic-depressive, other type. 


_t The psychcneuroses include 2 psychasthenia, 1 neurasthenia, 6  hypochondriasis, 2 reactive depressior, 3 
anxiety state, 1 anorexia nervosa, and s mixed psychoneurosis. 

The miscellaneous group includes 1 general paresis, 1 postinfectious psychosis, 1 psychosis with glandular dis- 

order, 2 psychosis with other somatic disease, 1 psychosis with other diseases of the brain and nervous system, 5 psy- 


chosis with cerebral arteriosclerosis, 1 


dementia precox-—undifferentiated, 5 dementia pr&cox-—other types, 2 parzroid 


condition, 2 psychopathic personality with psychosis, 4 psychopathic personality without Paraan: 3 mental deficizacy 


with psychosis, 2 mental deficiency without psychosis, 1 psychosis with drug addiction, an 


24-month review compared to that at the 
12-month review. This is significantly no- 
ticeable for the dementia przcox, paranoids ; 
namely, 41% at the 12-month review and 
59% at the ‘24-month review. The manic- 
«depressive, “other types," and involutionals, 
and the miscellaneous groups, show a slight 
decrease at the 24-month review compared to 
the 12-month review. 

Analysis of the age distribution at the 
start of treatment in relation to rehabilitation 
«at the 4-month review shows that, although 
the median age of the unrehabilitated wo- 
men was 39 years compared to 33 years for 
the rehabilitated women, the middle 50% 
range of the 2 groups is nearly identical 
(Table 13 #). 

Table 14 and Fig. 10 show the cumulative 
rehabilitation rates according to the cumula- 
tive number of treatments at the various re- 
view periods. The over-ail rehabilitation 
rates are 5256, 63%, and 65% for the re- 


3 undiagnosed psychosis. 


spective periods. It is apparent that the gzin 
for the group as a whole is not significant 
between the first and second year after the 
start of treatment. There was some shift of 
individuals during that period, but the re- 
lapsing patients nearly counterbalanced 
those who went on to rehabilitation. 

. The 12 unrehabilitated cases at the 24- 
month review who received only I to Io 
treatments included 3 patients who, in spite 
of treatment, died of an acute fulminating 
psychosis; 1 hebephrenic who was trans- 
ferred to another institution; I mental de- 
ficiency without psychosis and 2 pararoid 
precoxes with mental deficiency who re- 
mained in the hospital because of their men- 
tal deficiency ; 1 general paretic who did not 
show a favorable response to 4 treatmerts; 
I chronic paranoid pracox who was given 
a trial of 8 treatments without improvement ; 
2 psychopathic personalities without fsy- 
chosis who remained in the hospital because 
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TABLE 14 


THe 126 Women Recent ADMISSIONS TREATED WITH ELECTROSHOCK ONLY, AND WITHIN 4 MONTHS 
AFTER ADMISSION, STARTED ON TREATMENT BETWEEN JANUARY I, 1943 AND APRIL I, 1944; 
CUMULATIVE REHABILITATION RATES RELATED TO THE CUMULATIVE : 

NUMBER OF TREATMENTS 


Cumulative number of treatments 
up io the date of review 


ETT TE EA 1-5 1-10 / 1-20 1-40 (Dead) Total 
126 Women 
Cumulative No. of cases. ........ se. 37 76 109 126 (4) 126 
Cumulative No. rehabilitated......... - 25 5I 53 65 65. 
Cumulative 96 rehabilitated.......... 20% 40% 50% . 52% ` 5296 
Seé Fig. 10, Curve A i 
Standard error of the %............. 3.6 4-4 4-5 4.5 4.5 
12-Month review 
126 Women 
Cumulative No. of cases. ............ 34 62 00 124 (4) 126 
Cumulative No. rehabilitated......... 26 47 ' 69 78 79 
E E. S CENT 2196 37% 35% 62% 63% 
ee Fig. 10, Curve 
Standard error of the 95............. 3.6 4.3 4.4 4.3 i 43 
24-Month review 
126 Woren 
Cumulative No. of cases. ............ 33 56 73 118 (5) 126 
Cumulative No. rehabilitated......... 25 44 69 © 8r 82 
E e Miis Ed acras 20% 359 35% 64% 65% 
See Fig. 10, Curve i 
Standard error of the 96............. 36 4-3 44 4-3 4-3 
24-Monih review 
First attack, duration 0-I yr. 
33 Women 
Cumulative No. of cases............. IO 17 27 31 33 
Cumulative No. rehabilitated......... 8 I4. ^ 22 25 25 
in Yo ese E S ^. 2496 42% 67% 7696 - 7696 
ee Fig. 11, Curve 
Standard error of the 96............. 7.5 8.7 8.3 7.5 7.5 
Firsi attack, duration longer than 1 yr. 
46 Women 
Cumuative No. of cases. ............ II 22 33 45 (2) 46 
Cumu_ative No. rehabilitated......... 7 16 2 27 27 
Cumuative 96 rehabilitated.......... 15% 35% 52% 59% 59% 
See Fig. 11, Curve B . ; 
Standard error of the 95............. 53 , 7.I 7.6 "7.5 7.5 
Second or more attack, duration o-1 yr. 
33 Women 
Cumuative No. of cases. ............ IO 15 2 30 (2) 33 
Cumu.ative No. rehabilitated......... 8 12 IQ. ei 22 
Eoi % dug aa TOREM 24% 36% 58% 64% 67% 
ee Fig. 11, Curve 
Standard error of the 96............. 7.5 8.5 8.7 8.5 | 8.3 
Second or more attack, duration longer 
than I yr. i 
I4 Women . 
Cumulative No. of cases. ........... . 2 2 6 I2 , (1) I4 
Cumulative No. rehabilitated......... 2 2 4 8 8 
Cumulative 96 rehabilitated.......... 1496 14% 2996 57% 57% 


See Fig. 11, Curve D 
Standard error of the 96............. 9.3 9.3 12.6 13.7 134 
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of their psychopathic personalities; and 1 
elderly anxiety state who made a partial ad- 
justment with 7 treatments. It is unlikely 
that any of these patients would have been 
rehabilitated at the 24-month review even 
if they had been given a large number of 
treatments, and therefore it is not legitimate 
to exclude them from the statistics. 

Table 14 also shows the cumulative re- 
habilitation rates at the 24-month review ac- 
cording to attack and duration of attack. A 
conservative plan has been used in estimating 
the number and duration of the attack. Un- 
less a period of good social adjustment last- 
ing at least 6 months has been enjoyed, that 
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Fic. 10.—125 women recent admissions—cumu- 
lative rehabilitation rates related to cumulative 
number of treatments at various review periods. A. 
4-month review. B. 12-month review. C. 24-month 
review. See Table 14. 


patient is considered as still continuing with 
the attack which may have beemin process 
before a briefer period of good adjustment. 
The onset of the attack is taken to be the 
time of onset of the first mental symptoms as 
realized in retrospect by the informants. 
This classification of the cases reveals a ten- 
dency for first attacks with duration of less 
than 1 year to respond best to treatment; 
namely, 76% rehabilitated at the 24-month 
review. However, there also appears to be a 
better response in a second or more attack 
of short duration than in a first attack of 
long duration. The rehabilitation rates are 
76% for the first attack, duration o to 1 
year; 59%. for the first attack, duration 
longer; 67% for the second or more attack, 


duration o to X year; and 57% for second or- 


more attack, duration longer (see Fig. 11). 
Table 15 shows the distribution of the 
number of treatments at the respective re- 
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view periods, according to atcack and dara- 
tion of attacks, comparing tke rehabilitated 
cases with the unrehabilitated cases. This 
table shows a consistent trend for the uare- 
habilitated patients to be given more treat- 
ments than the rehabilitated ones. This is 
a good measure of the persistence in the 
treatment program in an attempt to bring 
about rehabilitation in the resistant cases. A 
number of patients for whom the usual mum- 
ber of treatments was insufficient did re- 
spond to this persistent therapy. 

In this series practically all treatments 


80 EN SS DE DER PEG LII RED [PME D RR HET ET 
















Yeu E-ASS 
CUZ LLLLEL 
OAS 
a7 aoa ee 
Peer 
Peco 


CUMULATIVE NUMBER OF TREATMENTS 


% REHABILITATED 
e 


w 90. 









CUMULATIVE 
- M 


Fic. 11.—-126 women recent admissions—cunula- 
tive rehabilitation rates related to cumulative num- 
ber of treatments at 24-month review. A. First 
attack, duration o-1 year. B. First attack, duration 
longer than 1 year. C. Second or more attack, cura- 
tion 0-1 year. D. Second or more attack, duratior. 
longer than 1 year. See Table 14. 


were grand-mal treatments.  Somerield- 
Ziskind and Ziskind(6) had the impressior 
that the occurrence of a few subconvu-sive 
treatments impaired the prognosis. Their 
contention influenced the program of the 
author, but it 1s not possible to evaluate criti- 
cally this point at this time. In this series 
there was no apparent detrimental effect ir 
the small number who did have one or two 
subconvulsive treatments in addition to their 
grand-mal treatments. Some of the treat- 
ments were preceded by intravenous socium 
thioethamyl or by intravenous sodium amytal, 
and other variations in procedure were tried ; 
but it appears that the most important fector 
was the production of grand-mal treatments 
as frequently as indicated by the patient's 
clinical condition. This meant that most pa- 
tients were started out on a daily treatmen- 
program and the frequency was. decreased 
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TABLE 15 


Tue 126 Women Recent ADMISSIONS TREATED WITH ELECTROSHCCK ONLY, AND WITHIN 4 MONTES 
AFTER ADMISSION, STARTED ON TREATMENT BETWEEN JANUARY 1, 1043 AND APRIL I, 1044; 
DISTRIBUTION OF TREATMENTS AT Various Review PERIODS ACCORDING TO ATTACK AND 
DURATION OF ATTACK COMPARING REHABILITATED AND U NREHABILITATED CASES 


Number of treatments 


Median Middle 50% Total range 
4-Month review 
Rehabilitated (65 women) 
First attack, duration 0-1 yr............... Seine: S 3.5-11.5 I-26 
First attack, duration longer than I yr.............. 6 5 = 95. 3-19 
Second or more attack, duration O-I yr.............. 6 3 -10 I-14 
Second cr more attack, duration longer than 1 yr.... 7 3-9 3-10 
Others (61 women) l 
First attack, duration 0-1 Yr.......ensesseseeereree 9.5 5 -I4 3-34 
First attack, duration longer than 1 yr.............. 14.5 8 -2I >` . 4-33 
Second or more attack, duration 0-1 yr........... wer. OEE 8 ~21 3-34 
Second cr more attack, duration longer than I yr.... 16 13 —23 9-38 
12-Month review 
Rehabilitated (79 women) 
First attack, duration 0-1 yr.......... iiu cerida 4 ~-I4 I-37 
First attack, duration longer than 1 yr.............. 7 5 -lI 3-21 
Second or more attack, duration O-I yr.............. IO 4 -19 I-47 
Second or more attack, duration longer than 1 yr.... 16 3 -I8 3-27 
Others (47 women) 2 ' 
First attack, duration 0-1 yr................ URGES 9 6 —18.5 5-37 
First attack, duration longer than I yr.............. 18 6 ~28 I-43 
Second or more attack, duration 0-1 yr........... ved. a3 6 -16 4-38 
Second or more attack, duration longer than 1 yr.... 24 IÓ -3I 13-40 
24-Month review 
Rehabilitated (82 women) 
First attack, duration o-1 yr....... ANC 8 4 —14 1-26 
First atteck, duration longer than I yr....... ndata "8 5.5-17.5 3-36 
Second or more attack, duration 0-1 yr.............. IO 4 -19 I-47 
Second or more attack, duration longer than 1 yr.... 21 8 -26 3-31 
Others (44 women) 
First attack, ‘duration OT Vr... uos oua eoa pa 13.5 6 —27.5 5-43 
First attack, duration longer than I yr.............. 22 8 -29.5 I-5I 
Second o> more attack, duration 0-1 yr.............. I4 8.5-23 4-56 
Second or more attack, duration longer than I yr.... 23.5 16 —44 13-47 
24-Monih review | . 
Dementia precox, hebephrenic 
Rehabilitated (4 women)................... £Xerkxe OLI 4 -I9 3-27 
Others (5 Women) icc ess ereeci:ToRC a ew EPI Ss iu. BS 13 -42 8-44 
Total cesses e dde. ———————— EE n 8 -27 3-44 
Dementia precox, catatonic . 
Rehabilitated (9 women).............. EE R4 7 -3I 2-47 
Others (5 womeh) <ascc.idwosesasesccascs es seoses ASS 26 -47 1—51 
TOlAL ase oet e ER xs ERAWAN P DEA Rete veo R on iic "E 9 -45 I-5I 
Dementia precox, paranoid 
Rehabilitated (10 women)........ veces. IQ I4 —2I 8-35 
Others (7 wWOnien ) oorus s ema e ES avemesereeeepeu. vi 6.5-19 4-33 


Total ca cosas sae — TERRACE: 1: - IO ~2I 4-36 
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as the patent showed signs of response to 
the treatments. 

The significance of the results obtained in 
our total series is confused by the various 
spontaneous improvement rates for different 
diagnostic groups. The statistical results 
with alcoholics are good, but spontaneous 
partial adjustment is high for short periods. 
Furthermore, some patients such as. psycho- 
pathic personalities with psychosis and men- 
tal deficiency with psychosis may show 
marked improvement in their psychoses but 
still may not be rehabilitated because of the 
handicap of the underlying psychopathic per- 
sonality or mental deficiency. In CNS syphi- 
lis we have occasionally seen marked benefit 
so that we feel it is worth a trial, but only 
one-third cf those treated with electroshock 
were rehabilitated within one year. They 
were also given intensive antiluetic therapy. 

In general it can be said that the early 
cases with a variety of symptoms have a 
good prognosis. We have found that psy- 
choses with infectious diseases and certain 
similar conditions respond well to electro- 
shock therapy. We have had gratifying re- 
sults in relieving some of the elderly people 
of their distressing symptoms even though 
the organic changes remain a handicap. For 
example, the impairment of recent memory 
improves only as much as can be accounted 
for by improved attention. 

There is a high initial rate of improvement 
among the involutionals and the manic- 
depressives, but the evidence is confused by 
the fairly high rate of spontaneous improve- 
ment over a period of months. Clinically 
there is clear evidence that the course of 
the depressions is shortened and most manics 
are made more manageable during their 
manic period. Some of these patients have 
relapsing tendencies so that treatments have 
to be repeated from time to time. Such a 
program makes it important that the treat- 
ments not cause any cumulative brain 
damage. 

Although dementia przcox, hebephrenic 
cases are numerous among the chronic 
hospital population, only 696 of the first ad- 
missions were so classified. Most cases so 
diagnosed at our hospital have had a rather 
. prolonged history of early psychotic symp- 
toms before entering the hospital (see Table 
I2). It is my impression that this is a diag- 
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nosis that usually implies that the illness Eas 
already become chronic. It is possible that 
with early adequate treatment we are prz- 
venting the development of some cases of 
hebephrenia. In review of these cases, thcse 


` who responded well were riot as classical in 


their symptoms as those who did not. 

The so-called dementia praecox, catatonic 
type, includes a complex group of psychozic 
patients. Some of them respond well to treat- 
ment, but others are very resistant. Here 
again it appears that the classical catatonic 
stupor may quickly become z chronic pattern. 
In the acute fulminating cases we have had 
a number of spectacular recoveries, but, once 
the catatonic under-activity persists after 
mental contact with the environment has been 
reestablished to some extent, the pattern :s 
very resistant to treatment. Table 15 sliows 
that the catatonic patients were given tae 
largest number of treatments; namely, a 
median of 31 treatments anc a total range cf 
I to 5I treatments. 

About 40% of our dementia praecox, parz- 
noid cases when treated promptly are home, 
fairly well adjusted, within a year after the 
start of treatment, but some of these do n»t 
have adequate insight into their delusiors. 
However, some of these cases do make re- 
markable improvement with the developmezt 
of clear insight. Some attain this degree of 
improvement even after a long relapsing 
course, if their relapses are persistently 
treated, bringing the rehabilitation raze to 
about 60% at the 24-month review. 

The psychoneuroses who come to our 
hospital usually have depressive features 
and respond well to treatment. Those with 
obsessive ideas are long-range problems. 
The brain facilitation from the treatments is 
a valuable adjunct to the treatment program, 
but a good deal of psychotherapy is neces- 
sary over a long period of żime in order 79 
get good results. As a group, about 75% 
of our psychoneurotics are home, improve2, 
within 4 months after the start of treatmert. 

Nearly 8oo other treated patients have 
been coded and analyzed. These readmis- 
sions, transfers, cases of delayed treatment, 
and patients who were also given other types 
of shock therapy respond to treatment varia- 
bly, according to whether they have become 
more like the most chronic patients or 


II2 


whether they are still reacting more like the 
early cases. 


CONCLUSIONS 


I. Forty percent of the most chronic pa- 
tients showed significant improvement in 
ward behavior if adequately and repeatedly 
treated with suitable type of electroshock 
therapy. Relapses must be treated whenever 
they occur over months and years. 

2. At least 60% of early cases, aged 60 
or under, were rehabilitated within 1 year 
when adequately treated and 65% by the end 
of the second year after the start of treat- 
ment. 

3. Adequate treatment means intensive 
treatment until the expected improvement 
has occurred and intensive treatment of re- 
lapses when they occur. No patient, other- 
wise suitable who still is not rehabilitated 
after I year, has had an adequate trial of 
treatment with less than 20 treatments. 

4. An ideal therapy is one which achieves 
beneficial results without causing accumulat- 
ing brain damage, thus permitting its use 
repeatedly for years if necessary. 

s. This ideal is approached by the rela- 
tively low intensity 60-cycle pulsating direct 
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current used in the treatment of the patien 
reviewed in this paper. This technique al: 
has been accompanied by an exceptional 
low percentage of skeletal complications. 
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A STUDY OF WILLIAM HEIRENS 


FOSTER KENNEDY, M.D., HARRY R. HOFFMAN, M.D. AND 
WILLIAM H. HAINES, M.D. 


During the year 1945 and early in 1946 the 
citizens of Chicago were horrified by news- 
paper reports of three atrocious murders 
and the beating of a nurse. All the mur- 
ders followed a pattern, in that they oc- 
curred in small apartments and no evidence 
of burglary or other apparent motivation 
was found. In one apartment, in which an 
ex-Wave was brutally killed, appeared in 
lip stick on the wall, “For heaven’s sake 
catch me before I kill more; I cannot con- 
trol myself.” In another, a child of six 
years was kidnapped and her body dis- 


membered and thrown into various sewers - 
and drains. A ransom note was written and ` 


delivered to her parents. In addition, hun- 
dreds of burglaries were reported in a resi- 
dential area in the north side of Chicago. 
On June 26, 1946, a young man was inter- 
cepted after an attempt at burglary. In en- 
deavoring to make his getaway he was hit 
on the head with a flower pot and finally sub- 
dued by a policeman off duty, who was re- 
turning from a nearby bathing beach. A 
routine arrest followed, until an alert police 
official noticed the similarity of a curve 
flourish in his signature end the ransom 
note. By this time several days had elapsed 
and no formal charge had been booked 
against the youth. He was, it developed, a 
17-year-old University of Chicago student. 
He was being held in the hospital of the 
House of Correction in Chicago, suffering 
from scalp wounds. Here he refused to 
answer questions, and .mimicked his ques- 
tioners. Saturday afternoon, June 29, 1946, 
he was seen by Drs. Francis J. Gerty and 
William H. Haines for an opinion of his 
mental status. It was thought that he was 
malingering. Another interview was ar- 
ranged and he was examined the same night 
by Drs. Roy R. Grinker and William H. 


1 Director Neurological Service, Bellevue Hos- 
pital, New York, N. Y. 
2 Director Neuropsychiatric Institute, Chicago, 


8 Director Behavior Clinic of the Criminal Court 
of Cook County, Chicago, Ill. 
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Haines, at which time a conclusion was 
reached that he was malingering. During 
the following week he made a full confession 
to his attorneys regarding the atrocities and 
brutal murders. 

In examining his record it was found that 
he had been arrested for burglary at the ages 
of 13 and 15. Finger prints were not taken 
because he was held by the Juvenile Court 
authorities. He was also arrested for carry- 
ing a gun, while returning from rifle prac- 
tice at the university. This arrest occurred 
after the perpetration of the atrocities. The 
case was dismissed and he was told to regis- 
ter his gun. 

While in jail awaiting trial, three notes he 
had written were intercepted. In one of 
these he denied all the crimes, and in the 
others—to his parents—he admitted the 
burglaries. 

A psychiatric examination was ordered by 
the court before trial, at the request of his 
attorneys and the state’s attorney. This com- 
mission consisted of Dr. Harry R. Hoffman, 
state alienist and director of the Neuropsy- 
chiatric Institute; Dr. William H. Haines, 
director of the Behavior Clinic of the Crimi- 
nal Court of Cook County, and a third mem- : 
ber to be from outside the State of Illinois. ' 
Dr. Foster Kennedy, director of the neu- 
rological service at Bellevue Hospital in New 


. York City and ex-president of the Ameri- 


can Neurological Association, was selected. 
Dr. Francis J. Gerty, head of the department 
of Psychiatry at the University of Illinois, 
and Dr. Francis J. Braceland, ex-chief of 
Psychiatry in the Navy and now at Mayo 
Clinic in Rochester, Minn., were also con- 
tacted, but were unable to serve because of 
other commitments. 
The Supreme Court in Illinois had handed 
down opinions regarding the mental status of 
defendants at the time of going to trial, 


- to wit: “BEFORE TRIAL.—He is not consid- 


ered a lunatic or insane if he is capable of 
understanding the nature and object of the 
proceedings against him and if he rightly 
comprehends his own condition in reference 
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to such proceedings and has sufficient mind 
to conduct his defense in.a rational or reason- 
able mznner, although upon some other 
subjects his mind may be deranged or un- 
sound." * The examiners were agreed in their 
opinion thàt the defendant was able to stand 
trial and submitted a joint report of 32 
pages. In this report to the court many of 
Heirens answers were given verbatim. 
These have been condensed in this article to 
conserve space. 


REPORT TO THE Court DATED SEPTEMBER 
3, 1946 


William Heirens was examined pursuant 
to an order of the Honorable Harold G. 
Ward, Chief Justice of the Criminal Court 
of Cook County. This order was entered 
after a conference between the state's at- 
torney and the counsel for the defense. We 
were asked to make a comprehensive re- 
port. To this end we were instructed to 
obtain all necessary expert advice, and we 
were provided by both prosecution and de- 
fense with all documents pertinent to the 
case in their possession. 

This patient, in our opinion, is not suffer- 
ing frora any psychosis, nor is he mentally 
retarded: he has average intelligence. He has 
a deep sexual perversion and is emotionally 
insensitive and unstable. He has sufficient 
intelligence to understand the nature and ob- 
ject of the proceedings against him. He 
rightly comprehends his own position in 
regard ta these proceedings and has sufficient 
mind to conduct his defense in a rational and 
reasonable manner. He has repeatedly stated 
to us that he has always been aware of the 
nature cnd purpose of his acts, which acis 
are the basis of the present proceedings 
against mm. 

Our siudy has included a careful survey by 
the social service department of the patient's 
early life and environment. We have inter- 
viewed the patient's parents and his room- 
mate at the university, We have read the pa- 
tient's statements to the state's attorney re- 
garding his acts charged in the indictments 


*Insanty and the Criminal, William H. Haines, 
M.D., end Harry R. Hoffman, M.D., Medical 
Clinics of North America, January 1945. 

5 To be published in full in the Journal of Crimi- 
nal Law and Criminology. 
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against him. We have spent with him ii 
close investigation, singly or together, witl 
the presence.of a stenographer and without 
about 5 or 6 hours a day since the 12th o 
August. These investigations were conducte 
privazely in the quiet of the owe of th 
Cook County Jail. 

In addition, he was sued to a serie 
of carefully selected and conducted psy 
chological tests calculated to reveal trends 
both conscicus and underlying consciousness 
The quality of intellect was carefully teste 
and he was found to have an intelligenc 
quotient of IIo, an average figure. Th 
Rorschach test was used and failed to revez 
any psychosis. 

At the Illinois Neuropsychiatric Institut 
several electroencephalographic tracings wer 
taken and found completely normal. X-ra 
studies of sxull and spinal column were noi 
mal. The basal metabolic rate was norma 
A complete blood study, insulin toleranc 
and urine test proved normal. The spin: 
fluid was normal, as were also the Wasser 
mann and Kahn tests of the blood. 

We have examined his notebooks mad 
during the past three years. We have studie 
the post-mmortem reports of the murders. 


Social History 


The patient is a 174-year-old white bo 
born in Evanston, Ill., of native-born parent 
of Luxemburg descent. The family stor 
as given, Is negative as to insanity, epileps 
alcoholism or mental defectiveness. Tt 
father grew up in a floral business with h: 
father, and opened a store and conservator 
of his own soon after marriage, flower a1 
rangements being his specialty. The famil 
occupied a flat in connection with the stor: 
With the depression, the business failed an 
although several attempts were made to rı 
establish themselves in different location 
none was successful. After a period of 1: 
regular employment, the father secured wor 
on the police force of Carnegie Steel Con 
pany, about 8 years ago, and has now worke 
up to the position of special investigator. ] 
addition, he works several evenings c 
the Lincolnwood Village police force. Tl 
mother has worked much of the time sinc 
marriage, both to supplement the income ar 
because she enjoyed it, working in their ow 
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and other florist shops, in a bakery as a 
fancy pastry maker, and more recently de- 
signing and executing custom made clothes. 
The mother aandles the family finances. The 
patient expressed some concern over his 
mother’s work, feeling it was done to pay his 
school tuition, but she preferred to do so and 
employ someone to do the housecleaning, etc. 

The patient is the elder of two brothers. 
Family religion is Roman Catholic. Early 
in the pregnancy with the patient, the mother 
feared she would miscarry. Labor was long 
(62 hours) and delivery difficult with high 
forceps employed. The patient weighed 8 
pounds and 5 ounces and was 24 inches long 
at birth. Breast feedings were inadequate 
and extremely painful to the mother and 
were supplemented by bottle feedings almost 
from the beginning. Weaning from the 
breast was completed by age of one month. 
He presented a feeding problem from the 


beginning—he “vomited in a gush” after . 


every feeding and was sickly and severely 
underweight for the first 3 months. There- 
after under different care and diet he began 
to gain weight. Teething presented no prob- 


lem. The ages of walking and talking are - 


unknown; the mother reports “the usual 
age.” The mother reported that toilet train- 
ing was completed early; after 8 months 
there was no nocturnal wetting and by one 
year, daytime bladder and bowel control had 
been established. No relapses were reported. 
At 7 months while unattended he fell from 
his buggy to a cement basement area 12 feet 
below, injuring his head. He was not un- 
conscious wken his mother found him. At 
age 8 or 9 he fell from a trapeze and sus- 
tained a compound fracture of the bones of 
the right arm, necessitating an open reduc- 
tion. When about 12, he fell down some 
cement stairs at school, cutting his head over 
the eye. Patient fainted then. At the age of 
8, he had a tonsillectomy with severe hemor- 
rhage and some complications. He also had 
chicken pox and measles as a child. In the 
summer of 1942 and again in the spring of 
1946, he complained of severe headaches. 
Otherwise the health history is negative. 

He was a solitary child and youth, sensi- 
tive but difficult to know. Apparently no one 
«ever had a close or confidential relationship 
with him. Certainly his parents did not. As 
«a child he was with his brother a good deal 
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and had to fight his battles for him. He 
never had any real friends and preferred to 
be alone. In the 7th and 8th grades exces- 
sive day dreaming was reported. He had 
some mechanical interests and considerable 
skill, according to the parents, repairing elec- 
tric motors, repairing or making radios from. 
old parts. He was interested in collecting 
and recently had a considerable coin collec- 
tion. Very early he was eager to earn his 
own money—worked delivering orders for z 
food store the summer he was 12, deliverec 
for a liquor store the summer he was 14, anc 
worked in the steel mills with his father the 
summers of 1944 and 1945. He was very 
frugal with his money, spent little on him- : 
self, just saved it. His only "splurge" was ir 
gifts for the family, buying expensive pres- 
ents out of proportion to his earnings. Very 
early he learned not to whimper or cry wher 
hurt and could endure considerable phys:cai 
pain. 

He attended public school kindergarten 
for a few months at age 5 and entered pa- 
rochial school at 6. He attended three pa- 
rochial elementary schools, as the family 
moved, and graduated from 8th grade (re- 
ceiving his diploma in absentia since he was 
then in the Juvenile Detention Home) at 
age of 13. 

In June, 1942, at the age of 13, he was first 
apprehended by the police trying to break 
into a basement storeroom. Subsequently he 
admitted 9 burglaries within the preceding 6 - 
months. Following the juvenile court hear- 
ing, he was committed to Gibault School tor 
Boys and remained there from July 5, 1042 
to June 4, 1943. Except for an attempt to run 
home 3 weeks after commitment, he pre- 
sented no discipline problem and exteriorly 
was a conformist according to report re- 
ceived. He was obedient and cooperative, 
with good attitude toward authority. cle 
completed his first year of high school here 
with scholastic averages all in the 80’s. He 
was quiet and serious, “definitely an int-o- 
vert,” and would often be found away from 
campus completely alone. He had few frierds 
and preferred to be by himsel:. He was not 
interested in athletics ; team games especially 
did not appeal to him. He expressed a good 
attitude toward religious obligations, fre- 
quently took Holy Communion, went to 
confession less regularly at school than 
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lately. He did not want to know anyone 
intimately. 

Two months after his return from Gibault, 
he was again arrested, charged with burglary. 
In Juvenile Court the case was heard before 
a visiting judge who acceded to the family's 
wishes. The patient was placed on probation 
to go to St. Bede's Academy at Peru, Illi- 
nois, where he remained from September, 
1943 to May 27, 1945, but was at home for 
summer vacation in 1944 and 1945. He com- 
pleted 2d and 3d years of high school there. 
This school report showed grades of "A" 
and "B" in all subjects for his sophomore 
year, from “A” to *F" (English) in junior 
. year. His adjustment was good, no discipline 
problem, he had no confidential relation- 
- ship with anyone and preferred to be alone. 
Probation was terminated January 19, 1945. 

In September, 1945 he entered the Uni- 
.versity of Chicago, taking placement tests, 
remaining there until his apprehension dur- 
ing the summer quarter of 1946. His 
scholastic record there was average and be- 
low. He had many absences from academic 
and physical education. classes. According 
to the mother, he was active in the Calvert 
Club (a Catholic organization, social and 
religious). He seemed to have at least a 
superficiel relationship with a few students 
and finally began to have a few "dates" with 
girls, though with no close friends. 


According to the parents, the patient never 


displayed any of the usual sexual curiosity as 
a child nor displayed any jealousy of his 
brother :hree years younger. No sex in- 
structions were given by the parents. At 
the age of about 13, there was an incident of 
sex plav which patient witnessed in the boys' 
toilet at school and reported to his mother, at 
which time he was warned about venereal 
disease. This was a few months before the 
first known burglary. 'The parents were 
unaware of his delinquencies until after he 
was apprehended, but since his earlier court 
appearance have been constantly fearful of 
a repetition, though trying to trust him. 


Physiccl. Examination 


The patient was carefully examined phys- 
ically. He is a well built young man weigh- 
ing 159 pounds. There were no deformities 
excepting a scar on right forearm, the result 
of a conrpound fracture when aged about 10. 
No evidence was found of any structural 
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abnormality in.the central, autonomic or 
peripheral nervous systems. The hands were 
moist and over-cold and without tremor. 
There was a remarkable reduction to the 
perception of pin pricks, however strong, 
as "pain." This was present all over the body 
with the exception of the glans penis. Sharp 
pin pricks inside the nose on the mucous 
membrane and the soles of the feet were de- 
nied as being painful and no motion of 
withdrawal was made there or elsewhere 
This was also true as regards the mucou: 
membrane of the lip, and the scrotum anc 
body cf the penis. A sharp needle could be 
pressed more than four millimeters undei 
the nails without inducing pain or defense 
withdrawal movements. As the sensory ex 
amination proceeded, this “analgesic cloak’ 
deepened in quality under suggestion, so tha 
below a sharp circle round both arms leve 
with the uoper edge of the anterior wall o: 
the armpits he became unable to feel pit 
prick as other than "not blunt." The cor 
neal reflexes at first were greatly reduced 
and at the close of this examination had dis 
appeared so that it became possible to tap the 
eyebalis with a closed safety pin without hi: 
winking or giving any motor sign of sensa 
tion. Deep pain produced by pressure or 
calf muscles and Achilles tendons and thx 
testes was also reduced. As regards hi: 
abihty to perceive light touch, he misse 
two out of three stimulations in scattere 
distribution over the body. The perceptio: 
of vibraticn and the other forms of sensa 
tion were normal The visual fields wer 
found to narrow progressively as the tes 
continued, so that they became finally almos 
pin-point. This phenomenon is known a 
“a spiral” or “helicoid” visual field, and i 
a positive objective indication of profounc 
hysteria. 

This striking reduction of power to ap 
preciate painful stimulation as such, togethe 
with its remarkable deepening as the resul 
of suggestion, is to us a clear proof of th 
patient's hysterical personality. 

The blood pressure, heart, lungs and ab 
domen were normal. He is powerfully buil 
with fine muscular development ; he excelle 
in wrestling. 


Psychiatric Examination 
The psvchiatric interviews, to which al 
lusion has already been made, consisted i: 
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quiet, persistent questioning, while noting 
the answer and its emotional accompaniment. 
He was informed of his constitutional rights 
and in reply promised his full cooperation. 
His statements to the state’s attorney are on 
record and indeed have been published. The 


patient was, of course, taken over every. 


point of these. We shall try here not to re- 
peat that information but to give enough of 
our great mass of material to display new 
evidence and new viewpoints on the dynamic 
forces at work in this patient. 

We propose now to give as briefly as pos- 
sible an account of the significant actions 
and emotional reactions of this patient in- 
sofar as they could be discovered. When 
quotation marks are used, the quotations will 
be patient's own words. 

When aged 9, the patient began to be 
interested in "the feeling and color" and then 
"the stealing" of women's underclothing. 
He began tc take these at first from clothes 
lines, then from basements, and later from 
strange houses, the doors of which he found 
open or ajar. Dresses or other articles of 
women's apparel:made no appeal to him 


nor was he interested in the undergarments ` 


of his immediate family. Having secured a 
pair of women's panties or drawers, he 
would take it to a basement or home, put it 
on, experience excitement and sexual com- 
pletion. Most garments he then threw away, 
some he replaced, and some he hoarded in 
his grandmother's attic. . 

We believed it important, if possible, by 


objective evidence to prove the truth of' 


his statement of fetishism. An investigation 
brought to light, in the spot he had described, 
“a cardboard box” containing some 40 pairs 
of women’s old, used panties or drawers, 
mostly made of rayon and brightly colored. 

When 12 or 13 years of age, he secured 
the desired garments by going into houses 
through windows. This furnished more ex- 
citement. After three such expeditions, he 
took objects (“guns or money”) other than 
underclothes ; a change which was again an 
added stimulation. “It seemed sort of foolish 
to break in and not take anything.” When 
he had thus changed his objective, the inter- 
est in underclothes largely evaporated and 
was replaced by the excitement experi- 
enced on “making an entrance" through the 
window. Often he would struggle against 
his desire to leave his room at night, but 
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when he did leave it was for the purpose of 
committing burglaries. He had sexual ex- 
citement or an erection at the sight of an oper. 
window at the place to be burglarized. Going 
through the window he had an emission. 
Later it took several entrances to produce 
the emission. If startled in the act of burglar- 
izing he immediately killed, stating, "It was 
the noise that set me off, I believe. I mus: 
have been in a high tension and the least bi: 
of noise would disturb me in that manner." 
In describing the disposal of the 6-year-old 
Degnan girl's body, he said, "It is just like 
a floor with holes in it. I've tried to look 
through the holes to see what is dowr be- 
low. There is not enough holes to find out" 
—referring to his memory. His pkrase 
“sexual excitement" was expanded: “I 
nearly always have to urinate or have a ` 
bowel movement—it always preceded the 
urge; when I first noticed i:, I was ir. the 
basement and I had a bowel movement.” 
Often when sexual completion occurred in 
the entered room it was accompanied or pre- 
ceded by defecation or uriration, or 3otk. 
He would leave the consequences in the 
room or would find them leter in his own 
clothes. After an emission, he would always 
leave the entered house without taking any- 
thing with him. After assaulting Miss 
Peterson, the nurse, he had an orgasm and 
without striking her again he left and re- 
turned to his room at the university. He 
later returned to the Peterson apartment, ad- 
ministered first aid, and tried by telephone ta 
get help for her. 

After an emission was tbe only tire he 
felt he had done wrong. We believe, from 
other statements, by this remark he meant 
that only immediately after orgasm did he 
suffer from the pang of conscience. This 
compelling "urge" had clearly a dyramic 
sexual origin, and the emptying of Lowel 
and bladder was due to an overflow spinal 
reflex; so we asked him hzd he never re- 
lieved this tension by manual manipulation. 
On one occasion he indignantly denied even 
the attempt despite all his experience with 
underclothes, occurring as often as four 
times a week. Later he said he tried this 
method twice without success. In the same 
manner, he at first denied ever havinz al- 
tempted any sex play with girls. Two days 
later with one of his rare stows of emotion 
he said, looking much ashamed, that twice, 
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later correcting himself to eight times, he 
had touched girls “on the breasts" and then 
pressed "on the leg.” Always, having done 
. this, he would immediately burst into tears 
and "be upset and unable to sleep.” It should 
be noticed that no uncomfortable emotions 
followed either burglaries or murders. He 
forcibly denied ever having made any more 
intimate advances, except that he “kissed 
them" sometimes. “They wanted to kiss; I 
didn't." 

It was clear that normal sex stimulation 
and experience were unpleasant, indeed “re- 
pulsive," to him, and these efforts afterward 
created in him a negative emotional state. 
He found them improper in the conduct of 
others; he never spoke of them except in 


. condemnation, as for example of the young. 


men in the university who had brought a girl 
into their rooms at night. 

He was interested in books on sex and 
crime. "I read around the subject of 
masochism, fetishism, sadism, flagellation, 
also Kraft-Ebbing and dreams, some parts 
of Freud.” At one time he said he could not 
read Freud because it was "dirty"—about 
sex. Asked which was most obnoxious, sex, 
burglaries or murder, he replied "sex and 
murder" When asked to choose between 
sex and murder, he nodded his head, then 
replied "murder." In observing the patient, 
he was noted not to nod his head in speaking. 


We believe that William Heirens nodded his ` 


head to indicate that subjectively he felt sex 
was worse than murder, but in verbalizing 
stated murder. 

He felt masturbation was worse than 
carrying a loaded revolver or the act of 
burglary. However, he replied that he felt 
murder was worse than masturbation. 

He felt he was just as "responsible as any 
for his burglaries.’ As for the murders, 


“Whether it is my imagination or not, I 
y S ; l 


seem to te blaming everything on George. 
It seems s3 real.” 

. The patient struggled often against the 
"urge" to go out and seek excitement: “I 
would just put my hand on the table, then 
the headache would get too strong and I 
thought if I could just get out it would help. 
I had to get into any old thing. When I got 
these urges I would take out plans and draw 
how to get into certain places. I would burn 
up the plans; sometimes they helped. I was 
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playing a game with myself. I would dra 
up plans and then burn them or tear ther 
up. I must have drawn about 500 plans o 
how to enter a house or rob a train or thing 
of that sort." 

In his room, as has been already said, th 
urge to go out was often ushered in by 
desire to go to stool. Although he kne 
the urge to go out could be abolished b 
satisfying this desire, he often neglected t 
do so and, accepting the "urge," went ot 
anyway. At no time did he, despite hi 
struggling sometimes strongly and some 
times not at all, ever seek help from anyon: 
He told no one. The early peccadilloes i 
fetishism were confessed to the priest, bt 
the burglaries and the murders never. H 
sought no help from the church, his famil 
medicine, nor even from a charlatan. "I 
no confidence that they would not have x 
arrested and also that they would help me. 

. "On one occasion I took oid m 
clothes anc thought if I did that I woul 
not be able to get out. I would get ready fc 
bed. I resisted for about two hours. I to: 
sheets out of place and went into a swea 
My roommate came back from the Calve: 
Club, and ke asked me what was wrong, an 
I told him I had been drinking. I had to giv 
him some excuse. I told him to go outsic 
until I could get things fixed up. I put on m 
clothes and went out. I told him I was goin 
out for a walk. I went out and burglarize 
that night. .... I had locked my clothes 1 
the closet and put the key in the washroon 
I got in bed and then the urge came on. 
just stayed in bed and tried to talk hi 
(George) out of it, but it did not worl 
. I did this about three times. It wi 
about Christmas time once that I had locke 
the door and that time there were people ot 
in the corridor. I did not want them to s 
me go out and I went out of the windo 
into the gutter and went down the fire escap 
At that time when I could come in the: 
would be snow on my feet." 

He denied masturbation or any sexual r: 


lationships. 
A reference has been made earlier to 
mysterious individual named "George 


whom the patient invokes from time to tin 
as having responsibility for the patient 
crimes. Some excerpts follow from our coi 
versation on this subject: “He was just 
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realization of mine. I just stuck him in for 
no good reason. Before he seemed real to 
me. At Gibault things were so vague when 
I went out on burglary, it seemed to me 
that George was doing it. He seemed to be 
real. I cannot introduce him to anybody 
but he is there.” . . “Usually when I 
had to get out I would ask him where he 
was going. We would talk back and forth 
that way. He would say, down to the lake, 
and I would say, what-are you going to do 
there? He said he would get some things. I 
would ask him why he was going and he said, 
because he wants to. It would be just that 
way. I would argue with him to stay and 
then I would get a headacke. I would argue 
in every way possible with aim but he always 
wanted to get out.”. ... “T don’t want you 
to laugh. It seems.so darn real to me. Previ- 
ous to this, I had given the whole matter a 
name. I just had a faint memory of these 
things, as to temperature or color of things. 
When I would go out it would make no dif- 
ference to me if I had a summer suit on with 
freezing weather. I could not feel any 
temperature. I gave it the name of George.” 
. "When I went out I had some vague 
ideas of wlat I would do. I took him as a 
benefactor for money or anything else I 
would take. If I did not throw the things 
away and have them in the morning. I 
would look them over and take out what I 
wanted and I attributed this to George. It 
was just a little game I was playing. . . .. 
I would write letters to myself. I would talk 
to him. When I wanted to get out he would 
ask me where I was going, why I was going 
out, and what time I would be back and 
things of that nature. I begged him to stay. I 
had a headache almost all the time I was 
doing that. I was just stimulated to get out. 
One of the letters I had written was to 
George M. 5. I figured if I could send him 
to Mexico. . ... ” .... “I gave him a 
name after I came out of Gibault. He came 
into the picture before I started to burglarize 
in 1942. In the beginning I always tried to 
resist and after that I tried to talk to him, 
and later on developed writing to him. . . .. 
When I tried to resist him, I would get a 
headache. It seemed like my head was a 
balloon filled with water. When I would lay 
down it would fill the balloon and I would get 
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apain..... He wrote about burglary. He 


would say that the best way to burglarize 


was to go in windows. He would give names 
of people like Mike, Joe and Harry. . ... 
Sometimes in the letters I would ask him for 
things I needed at school. I would ask him 
if I could borrow money from him..... 
When this urge would come out, I would 
tell him there would be a letter in the drawe- 
for him. Sometimes he would answer afte- 
I wrote and then when I would read it, it 
would all seem new to me. I don't remem- 
ber writing the answer and would not know 
I had written what was written. . ... I 
made a pact with George if I ever got caught 
through him that I would kill myself and 
kill him too. I thought that would scare him . 


away but it never did..... He has to te 
part OT Mersed g 
Asked, “In the last note you wrote, 


‘Catch me before I kill again; I cannot help 


_myself,’ what could you not help yourseif 


from doing?" he answered, “From tke 
murders. That was ‘George’ and I could ncc 
help what I was doing, and he was myself.” 

These. conversations regarding “George,” 
in our opinion, reveal a power for hysterical 
fantasy to be expected in a hysterical ind:- 
vidual passing through long sustained emc- 
tional conflict. By hysteria we mean a cor- 
dition produced by suggestion to an indi- 
vidual suffering from deep division in his 
emotional life. It is to be noted that i- 
I942 he went twice, just before George's 
invention, to see the movie, “Dr. Jekyll ani 
Mr. Hyde," which “made a great impres- 
sion" upon him. When asked, in his 
psychological examination, the name of his 
favorite movie, he said at once this title 
which was partially written down when hz 


.asked to change to, of all possible others, 


"Robin Hood." Only rarely did the patient 
for short periods lack insight into the truz 
nature of the device he had constructed 
whereby he could account to himself for 
his actions, and at the same time enable hin 
to continue doing them while he led other- 
wise an exemplary life and could continue his 
religious observances. 


Suicide Talk 


He made, after his arrest, several feeble, 
theatrical, puerile gestures toward suicide. 
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The original letters to his mother and father 
were given to us. These have been released 
to the daily press so we will not discuss 
them. He repeatedly stated he would com- 
mit suicide in order to do away with 
GEODE: vera In the jail he collected ciga- 
rette stubs, aspirins, pennies and small 
pieces of soap which he repeatedly stated 
. were his 2lans for suicide. 


Leadership 


There is in this voung man an immense 
egocentricity. Despite his continuing fail- 
ures to rt:le himself he has no anxiety, fears 
or lack of confidence in his abilities and 
powers. His reading revolves around the 
. power principle: Nietzsche, Schopenhauer, 
and even Spinoza, of which he grasped noth- 
ing. Pictures of Hitler, Goering and Goeb- 
bels are in his scrap bocks and his favorite 
studies were a sketchy intellectual interest 


in "mass osychology." He writes in his note-. 


book at school: “Just who am I? I begin to 
wonder after all I could be human as the 
rest are but to myself, I would laugh at 
such a thought. Oh these seem so much more 
superior. In plain words I think I’m a worm. 
It's from being a worm though, I like it: in- 
significan: and obsolete. That's just what I 
need. Maybe if I’m all wrong in writing 
this. Probable I'll change my attitude soon. 
It's odd but I begin to like my habits now. 
Probably just a passing phase. I'll most 
likely hate myself when I do things disagree- 
able to myself... .. I wonder why I can't 
run the world. It seems only great men have 
that choice. It's funny but I don't under- 
stand why I haven't the same equal chance. 
I guess they probable know just where to 
start & I don't. Would't it be great to have 
that muca power. Men sacrifice their lives 
for it. There must be an easier and faster 
way to gain control. . . .. Why am I think- 
ing these things. It's all nonsense. Probable 
never ever entered another mind. You've got 
a good imagination, Bill, but I doubt whether 
you'll get far with it. So far it's gotten you 
into trouble. Real trouble. Well, I guess 
that’s lite for you. | l 
“Why the fish dic I ever go out for foot- 
ball. I detest the game and yet I go in for 
the sport. That’s some sign of you loosing 
your heed. In about three years you'll 
probable ənd up in a coo-coo house. .... 
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“Whoever got the idea that I could do 
great things and so sent me to school. It's 
sure a mystery. Maybe if I come down to 
earth I'll learn sum'min. . . .. 

“You god dammed nincompoop. Why the 
hell do you live is all I can wonder. Your 
one of the most unworthy persons I’ve un- 
derstood to be able to live. Your sure not 
following your golden rules for control. In 
fact you've been standing still for the last 
two weeks." 


Great News 7:20 Sept. 26 '45 


"Im now shaking with excitement. My 
hopes and prayers have been answered in 
one of my biggest chances in life. If I can 
only use my chance to the best advantage. 
The University o£ Chicago has accepted me 
into its enrollment. This is my first chance 
at showing how good I am to society and I 
intend to show even better signs. Tonight 
I feel as if the world were mine. All I have 
to do now is pray, giving thanks and vow- 
ing to do my best as humanly possible." 


“Plot VII 


"Considering my present college status, 
considering my inability to control society, 
considering that I am loosing my moral code 
slightly ; I hereby intend to change my whole 
way of living. Since I have devoted more 
time to psychology it should be easy. My 
plan described in this plot should be carried 
out fully. I shall attack human nature to my 
fullest extent.” 


The patient, as has been seen, had no 
emotional disturbance whatsoever after the 
completion of each of three murders. After 
the Brown murder “The dog barked and the 
lady started hollering. She had on a night 
gown. She jumped up and hollered. Then 
I took the knife and stabbed her—through 
the throat—just to keep her quiet. Going in 
I had an erection. When I realized what was 
going on I was in the living room. The 
knife was at the end of the bed. I took the 
knife out real quickly and washed it off." 
Asked if he read about the act he replied, 
“Yes, just like anything else in the paper. It 
did not bother me, no remorse— read just 
the beginning; then I got tired." 

After the Ross murder: “She screamed— 
I just stabbed her once. I-went to a show 
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downtown. The next day I went back to 
work." Asked if it bothered him he replied, 
"No." Asked, "Do you feel you have done 
wrong now >” referring to the three murders, 
he replied, "I do, yes—I'm in here-—but I 
don't feel anything about the whole matter. I 
never did." 


Laboratory Reports 


The laboratory reports of the various tests 
taken at the Illinois Neuropsychiatric Insti- 
tute are as follows: The basal metabolism 
rate was — 1096, at which time the pulse was 
80 and the blood pressure 125/80. The urine 
examination revealed a PH of 6 with no 
sugar or albumin, cells or casts. The blood 
pressure revealed a hemoglobin of 16.6 
gm.; the color index was .89; the red cells 
were 5,690,000; the white cells were 5,650. 
The differential count revealed 27% lympho- 
cytes, 7% monocytes, 66% neutrocytes. The 
blood serology was negative in the Kahn and 
Wassermann tests. The insulin tolerance test 
is reported within normal limits. The re- 
port of the electroencephalogram is as fol- 
lows: "Low voltage electroencephalogram 
with some 9-11 per second activity. No focal 
abnormalitv. No seizure discharges. Big 
build-up with over-ventilation. Normal EEG 
for age. No evidence of damage or epilepti- 
form activity in the accessible cortex." The 
spinal serology was normal. An x-ray of the 
skull reveals a skull of normal configuration 
and density. The vascular markings are 
normal. The pineal body is not calcified. 
The sella turcica is normal in size and con- 
figuration. There is no evidence of frac- 
ture or other pathology. The frontal sinuses 
are heavily calcified, though reasonably well 


pneumatized. The impression is a normal 


skull. X-rays of the lateral, anterior and 
posterior positions of the spine revealed no 
evidence o£ trauma or disease in the cervical, 
thoracic or lumbar spine. The flat plate of 
the abdomen revealed no foreign bodies. 


Psychologist’s Report 

Wiliam Heirens was submitted to a 
series of carefully selected and conducted 
psychological tests, calculated to reveal 
trends, both conscious and underlying con- 
sciousness. 

The quality of intellect was carefully 
tested and he was found to have an intelli- 
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gence quotient of rro—an average fizure. 
He was cooperative, readily understool ir- 
structions, attempted all items offered, and 
answered questions freely. 

On none of the psychological tests wzs 
there any indication of a psychosis or c= 
malingering. 

On personality questionnaires he was 
found to be outgoing and dominant with a 
lack of self-consciousness or feelings ci 
inferiority. It must be remembered, hov- 
ever, that these questionnaires represert the 
subject’s own evaluation of himself anc mzy 
not necessarily conform with his actual be- 
havior. ; 

An evaluation of all the psychological tech- 
niques used, indicated a definite emo:ionzl 
insensitivity and instability severe enouga 
to be considered abnormal, as well as a 
blunting of moral concepts. 

The majority of tests tend to stggest 
hysteria. 

We regret the lengthiness of this report ; it 
represents, however, only a fraction cf our 
total material. We believe that it conveys the 
reasons for the opinion expressed at the be- 
ginning of our statement; that William 
Heirens is not suffering from any psy- 
chosis nor mental retardation ; that ke has 
a deep sexual perversion and is as emo- 
tionally insensitive within, as he is incapable 
of feeling pain without. He is unstable, and 
hysterically unpredictable, and most of his 
actions can be swayed from time tc time 
by the suggestions coming from hts en- 
vironment. 


Legal Disposition 


On September 4, 1946 William Heirens 
was arraigned in the Criminal Court of Cork 
County on Indictments 46-1465 to 46-1433 
inclusive, and 46-1593, 46-1594 and 46-1654. 
He pleaded guilty to thirty of the c3arges 
and on September 5, 1946 receivec sen- 
tences on 24 burglaries of 1-year to life, to 
run concurrently; on 3 murders, ratural 
life, to run consecutively; 1 robbery, I-20 
years to run consecutively ; 1 burglary, I-year 
to life to run consecutively ; 1 assault to com- 
mit murder, I-14 years to run consecutively. 
He was delivered to the Department o2 Pub- 
lic Safety of the State of Illinois at State- 
ville, Illinois on September 6, 1946. 


CONTROL OF COMMUNICABLE DISEASE IN A LARGE MENTAL 
HOSPITAL * 


T. K. GRUBER, M. D, ann S. E. GOULD, M.D; Erorr, Micu. 


Problems in the control of communicable 
disease in mental hospitals are of concern to 
all medica! and non-medical officers who are 
directly or indirectly charged with the care 
of patients in such institutions. Because of 
this responsibility, it may be useful to outline 
the experiences and practices of a large 
county mental and general hospital. 

The Wayne County General Hospital and 
Infirmary is located at Eloise, Michigan, in 
the County of Wayne, the County in which 
the City o: Detroit is situated. The institu- 
tion is composed of (1) a general hospital, 
having approximately 1200 patients with 
an intern and resident staff numbering 52; 
(2) an infirmary, having about 1500 patients, 
whose medical care is in charge of the general 
hospital stat; and (3) a psychiatric division, 
of approximately 4000 patients, with a staff 
of 23 psychiatrists. The total number of em- 
ployees is over 1800. The total number of 
patients in the past has exceeded 10,000. 

Psychiatric patients are hospitalized in ten 
buildings, the capacities of which vary from 
350 to 1000 beds. Except for patients who 
require isolation in private rooms, patients 
are cared for generally in large wards, each 
ward having a capacity of from 30 to 100 
beds. . The patients in the institution have 
various types of psychoses. 

Physical Examination.—Each new em- 
ployee is given a complete physical examina- 
tion, includ:ng a blood test and urinalysis, 
is required to submit a specimen of stool 
and to have an X-ray examination of the 
chest. Specimens of stool are examined for 
blood, parasites, and pathogenic bacteria. 
The same examinations are made on each 
patient upon admittance, except that flu- 
' oroscopy of the chest is substituted for rænt- 
gen films. | 

Immunization Against Smallpox, Typhoid 
Fever and Diphiheria.—Each new patient 


1Read at -he ro2nd annual meeting of The 
American Psychiatric Association, Chicago, Ill. 
May 27-30, 1946. 

From the V/ayne County General Hospital and 
Infirmary, Elcise, Mich. 
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and new employee is immunized against 
smallpox, typhoid fever, and diphtheria un- 
less he has had active infection with the 
respective disease, or has been immunized 
against that disease within the preceding 5 
years and cen produce a medical certificate 
to that effect. 

Immunization against typhoid fever is ac- 
complished by subcutaneous inoculation with 
0.25 cc. of typhoid vaccine (1 billion organ- 
isms per cc.), and two subsequent inocula- 
tions of 0.5 cc. each at weekly intervals. If 
typhoid vaccine has been administered during 
the preceding year, a single "booster" dose 
of o.r cc. is given intradermally. After ad- 
mittance, while the patient remains in the 
hospital, he is given such an additional dose 
intradermally each year. The need for im- 
munization against typhoid fever was made 
apparent in 1936 when a fatal case of typhoid 
fever was discovered in a mental patient 
who had not been outside of the institution 
for some years previously. She was diag- 
nosed as having typhoid fever clinically, and 
her death was due to peritonitis which fol- 
lowed perforation of a typhoidal ulcer of 
the lower ileum. 

A single inoculation of smallpox vaccine 
is given to persons having an old smallpox 
scar. The incculation is repeated, if the vac- 
cination does not "take," in persons who do 
not have a scar of an old vaccination. When- 
ever there is danger of an epidemic of small- 
pox in the City of Detroit or elsewhere in the 
county, all employees and patients in the 
institution are required to submit to such an 
inoculaticn. In performing vaccination, the 
site of inoculation is not cleaned with alcohol, 
but only with soap and water. Alcohol 
cleansing inhibits approximately-50 per cent 
of vaccinations, Each employee and each 
patient is given a Schick test. Persons hav- 
ing a positive test are inoculated with 3 doses 
of I cc. each of diphtheria toxin-antitoxin at 
weekly intervals. Formerly a single inocula- 
tion of alum toxoid was used but was dis- 
continued on account of some severe reac- 
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tions. It is planned to substitute fluid toxoid ' 


as soon as it becomes available. With this 
material, as with alum toxoid, only one im- 
munizing dose is required. 

Control of Tuberculosis——The incidence 
of pulmonary tuberculosis in mental hospitals 
is generally higher than in the general popu- 
lation in the areas from which patients are 
received. In 1935 at Eloise there were 38 
autopsies performed on patients dying in the 
mental hospital. Eight of these patients, or 
21 percent, were found to have died of pul- 
monary tuberculosis. In an effort to control 
the spread of tuberculosis in the wards of 
the mental hospital, a survey of case finding 
of the disease among patients in the institu- 
tion was begun in 1936 by Altshuler and 
Bailey(1), and completed in 1940 by Hoff- 
mann and Bailey(3). The Mantoux tuber- 
culin test was used as the first screening 
method to eliminate nonreactors from those 
requiring subsequent X-ray examinations of 


the chest for the possible presence of the. 


disease. Three thousand, two hundred and 
eleven patients or employees were so tested. 
Of this number, 82 percent were reactors 
who required subsequent X-ray examination 
of the lungs. Since there were only 18 per- 
cent of patients with negative skin readings, 
the tuberculin test was discarded as a screen- 
ing test. It is interesting to note that of 447 
patients ,who were tested upon admittance, 
only 49 percent gave a positive tuberculin 
reaction, whereas of 2410 patients who had 
already been hospitalized, 88 percent gave 
reactions. These figures suggest that pa- 
tients who are admitted without infection 
become exposed to the infection while in ne 
institution. 

In place of the tuberculin test, it was 
found feasible to take X-ray films of the 
chest of each employee entering hospital 
service and to make a fluoroscopic examina- 
tion of the chest of each patient upon ad- 
mittance, end thereafter to repeat such ex- 
aminations once yearly. Patients found to 
have. positive or questionable evidence of 
pulmonary disease upon fluoroscopy were 
subjected to stereoscopic X-ray examina- 
tions of the chest. The diagnosis was based 
upon the findings in the roentgenograms. 
Routine X-ray films of all patients were not 
taken because of the large cost and the ex- 
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cessive amount of work which would have 
been entailed by such a program. It was 
realized, and later demonstrated, that the 
fluoroscopic method of screening missed some 
patients with tuberculous lesions. 

During the survey, 4477 patients were ex- 
amined and 276 were found to be tubercu- 
lous (6.2 percent); while 1200 employees 
were examined and 42 were found to be 
tuberculous (3.5 percent). 

Altshuler and Bailey found that of the 
patients who were tuberculous, only 1.8 per- 
cent had been hospitalized less than one vear, 
while 66 percent had been hospitalized five 
years or more. It was also found that the 
type of mental disease was not related to the 
frequency with which tuberculosis was con-: 
tracted, except insofar as the type of mental 
disease affected the length of hospitalization. 

As the survey progressed, patients found 
to have pulmonary tuberculosis were isolated 
in special wards for observation and treat- 
ment. Since these special wards for the care 
of tuberculous mental patients have been 
established at Eloise, the hospital has been 
receiving from other hospitals in Wayne 
County, patients with tuberculosis who de- 
velop psychosis in the course of a pulmonary 
infection. These wards are fully equipped 
for general physical examinations and medi- 
cal treatment, and are provided with fluo- 
roscopic units and apparatus for the produc- 
tion of pneumothorax. At the present time 
there are approximately 200 mental patients 
under treatment for tuberculosis in these 
wards. About one-third of the tuberculous 
patients are female and two-thirds are male, 
while of the total number of mental patients 
in the institution 54 percent are female and 
46 percent are male. 

Examination of Water Supply.—The 
water supply comes from the City of Detroit 
and travels approximately 17 miles from the 
purification plant before reaching the institu- 
tion. Bacteriologic examinations of the water 
are made in the hospital laboratory each day 
except Sunday. These examinations are 
made to obviate the possibility of infection 
seeping into the water system by suction 
from leakage of water mains or by back 
siphonage before or after the water reaches 
the institution. The bacteriologic examina- 
tion of water includes that of a large water 
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reservoir having a capacity of 1,500,000 
gallons, which the hospital maintains 1n case 
of a. sudden disruption of its source of water 
supply from the city. This reservoir "floats" 
on the intake supply line to prevent stagna- 
tion. The hospital uses an average of 
1,000,000 gallons of water per day. 

In order to prevent the possibility of spread 
of disease through contaminated water by 
back siphcnage into the inlet pipes, it is im- 
portant to inspect all plumbing periodically 
and to correct all defects in the water sys- 
tem. Vacuum-breakers have been installed 
on all toilets and other fixtures, and no faucet 
is allowed to extend within three-fourths of 
an inch of the highest possible water level of 
.any sink, tub or water basin. It is obvious 
that disease spread through the water system 
may reach epidemic proportions and un be 
catastroph:c in its effects. 

Examination of Milk Supply.—The hos- 
pital receives its milk supply from two 
sources: (I1) a herd of about 125 cows which 
is owned by the hospital and maintained on 
the hospital farm, and (2) milk that i is pur- 
chased. 

In 1935 and 1936, milk used in the insti- 
tution was not pasteurized. During these two 
years, a su-vey of the incidence of brucellosis 
in the institution was conducted by Gould 
and Huddleson(2). It was found that 10 per- 
cent of the herd maintained by the institu- 
tion, and r4 percent of the cows in the herd, 
showed a significant agglutinating titer 1n the 
blood for Bang's disease. There were 8124 
patients and employees who were skin-tested 
with an extract of brucella organisms and 
IO percent gave a positive intradermal reac- 
tion, indicating past exposure and sensitiza- 
tion to the organism of undulant fever. Of 
the 2394 mental patients tested, 15.4 percent 
gave a positive skin reaction. It was believed 
that mental patients showed a higher percent- 
age of brucella sensitization because they had 
consumed unpasteurized milk for longer pe- 
riods than had the employees or other groups 
of patients tested. 

During the course of the survey there were 
6 persons found to have active brucellosis, all 


of whom recovered. Following examination 


of the blood of the cattle for evidence of in- 
fection, all brucella reactors were isolated 
and the milk of infected cows was boiled or 
used only for cooking purposes. 
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As a result of the survey among patients 
and employees, a modern pasteurization plant 
was constructed on the premises and all milk, 
unless previously pasteurized, is subjected to 
such treatment. Since 1937, all milk which 
is produced on the premises, or which is pur- 
chased, is subjected to daily bacteriologic 
examination to insure its safety for human 
consumption. 

Control of Insect Pests.—Measures which 
are used to control insect pests include ade- 
quate screening of windows and doors to 
exclude flies and mosquitoes ; now, of course, 
periodic spraying with DDT powders or 
liquids about water inlets and other harbor- 
ing places, as indicated, to control roaches; 
and periodic fumigation of mattresses with 
carbon tetrachloride for destruction of bed- 
bugs. The chamber which is used for fumi- 
gation of mattresses is simple, inexpensive 
and highly effective, and is recommended for 
use by all hospitals, hotels and similar insti- 
tutions. Mattresses and beds are also now 
sprayed with DDT to eradicate bedbugs. 

Control of Outbreaks of Gastro-Entert- 
tis—It is estimated that, of the 1800 em- 
ployees in the institution, about 1000 em- 
ployees are connected directly or indirectly 
with handling of food. In addition, there are 
about 500 ncn-paid workers in the institution 
who also assist in some capacity in the han- 
dling of food. The opportunity is therefore 
great for the spread of gastrointestinal dis- 
eases within the institution. Because mental 
patients are hospitalized in ‘ten different 


- buildings and each building has its own 


separate kitchen, outbreaks of gastro-enteritis 
are usuzlly confined to individual buildings. 
As-might be expected in a climate like that 
of Mickigan, outbreaks of gastro-enteritis 
are more frequent during the summer and 
autumn mon:hs. 

Each employee and  non-paid inmate 
helper who assists in any way in the handling 
of food is required to have a physical exami- 
nation and an examination of the stool; Food- 
handlers are given printed instructions re- 
garding their work, with emphasis on the 
matter of personal hygiene as it affects the 
spread of disease through handling of food. 
Records are kept of the results of physical 
examinations of foodhandlers and of the ex- 
amination of their stool. Additional instruc- 
tion in food handling is given by the Depart- 
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ment of Cuisine. Lectures and demonstra- 
tions on matters of health and sanitation are 
given by medical officers and bacteriologists. 

"The method of isolation of patients with 
acute gastro-enteritis may be of interest. 
Any patient who develops a gastro-intestinal 
upset with vomiting or with diarrhea is im- 
mediately isolated and a stool specimen sent 
to the laboratory for bacteriologic examina- 
tion. If several patients become infected 
simultaneously or if their infections occur 
successively at short intervals, they are iso- 
lated and precautions are taken to control 
the spread of the infection. If a group of 
IO or more patients are affected in an out- 
break of gastro-intestinal disease, a special 
team of doctors, nurses and attendants are 
assigned to the task of studying and con- 
trolling the outbreak. Two nurses are then 
assigned to check on the washing of hands 
and cleaning of fingernailsof all foodhandlers 
in the building where the outbreak has 
occurred. 

The most frequent and important type of 
infection encountered during the past I5 
years has been the group of bacillary dysen- 
tery, caused by the Shigella-Salmonella 
group of bacteria. It is to be expected that 
hospitalized patients who have been confined 
to the institution for a number of years will 
not be in the best of physical condition and 
that gastro-intestinal infections will produce 
a more severe effect upon them than upon 
robust healthy individuals. Old arterio- 
sclerotic and cardiac patients are more likely 
to succumb to an infection of this type as a 
result of rapid dehydration and exhaustion, 
and, sometimes of toxemia. Several of these 
outbreaks have furnished the medical depart- 
ment with the opportunity for studying meth- 
ods of treatment. Thus, Smyth et al.(4), in 
an outbreak of acute bacillary dysentery of 
the Flexner variety (Shigella dysenteriae, 
Flexner) in 1942, found that both sulfa- 
guanidine and succinylsulfathiazole were of 
distinct value in treatment. In a recent out- 
break in 1945 of gastro-enteritis, Shigella 
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sonnet was isolated from the stool of 41 
patients or attendants. This infection was 
believed to have been brought into the insti- 
tution from neighboring communities. Pa- 
tients were treated experimentally with 
streptomycin. Stool examinations were made 
of approximately 1000 patients and attend- 
ants. Incidentally, during this examination 
four typhoid carriers were found among pa- 
tients. These carriers were isolated and 
three of the patients were subjected to chole- 
cystectomy. The fourth carrier was too old 
to risk surgical operation. Another patient 
was found to be a carrier of Shigella parady- 
senteriae, variety Boyd 103. In another 
building, 6 patients were found’to have Shi- 
gella dysenteriae, variety Flexner Z. 

The important point to be stressed in this- 
discussion is that infectious diseases should 
not be allowed to spread in mental hospital. 
Modern health standards require that every 
practical device known for the control of 
communicable diseases mus: be applied. 

The average mental hospital is a self- 
contained community, perhaps as large as 
the average town in the United States. For 
the proper control of communicable disease, 
each mental hospital should ‘have the equiva- 
lent of a well operated health department, 


" employing the most modern technics. It is 


recommended that the operation of such a 
health department should be entrusted to a 
qualified full-time health officer, under the 
direction of the pathologist of the institution. 
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THE IMPORTANCE OF THE EMOTIONAL FACTOR IN THE 
CONVULSIVE DISORDERS OF CHILDREN’ 


(A PRELIMINARY Report) 
REYNOLD A. JENSEN, M. D., M:uwzaroLrs, MINN. 


One of the most important findings which 
has emerged from researches on the con- 
vulsive disorders is the multiplicity of 
‘causes(I, 2, 3). Among the many mentioned 
are disturbed emotional states, though they 
are not regarded as primary. As early as 
1885 Govrers(4), discussing the exciting 
causes of epilepsy, mentions “of all the imme- 
diate causes the most potent are psychical— 
fright, excitemerit, anxiety." He attributed 
importance to acute emotional disturbances in 
one-seventa of a series of 1,150 cases studied. 
He also suggested that prolonged anxiety is 
‘an important influence in the course of the 
disease. Lennox and Cobb(5) state “psy- 
chological factors in epilepsy are impor- 
tant.” Campbell(6) Fremont-Smith(7, 8) 
Rose and Bond(9) and Clark(10) have re- 
ported the direct relationship between emo- 
tional tension and seizures. Other papers 
have been abstracted by Dunbar(11). 

Our interest in the importance of the emo- 
tional factors in convulsive disorders in 
children developed out of observation of pa- 
tients with this complaint admitted to the 
department of pediatrics of the University of 
Minnesota Hospitals. We noted a lessening 
or cessation of their seizure states, both in 
frequency end severity, during hospital stay. 
Cobb's(12) report emphasizing the advan- 
tages of the psychiatric approach to the 
treatment of patients suffering from epi- 
lepsy stimulated us to observe and evaluate 
more critically tension-producing factors and 
the emotional reaction to them. 

In the belief that childhood offers many 
advantages for such study and that a real 
need exists to investigate further this little- 
explored area, this preliminary paper de- 
voted exclusively to children briefly reports 
our findings in 22 cases. Two adolescents 
referred to us for other reasons, but who had 


. 1 Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 

From the Departments of ‘Pediatrics and Psy- 
chiatry, University of Minnesota Medical School. 
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had convulsions in the past, are included 
as they serve to illustrate the importance of 
severe acute emotional trauma. 

In this series 12 were girls and Io were 
boys. Ages ranged from 2 to 16 years. The 
duration of seizures from the onset varied 
from 6 weeks to ro years, the majority 
occutring within 2 years prior to referral. 
All:tvpes of seizures were represented. An 
aura was reported by 7 patients, Frequency 
varied from one isolated seizure of the grand 
mal type to 20 or 30 daily petit mal spells at 
the time of the referral. Fifteen of the pa- 
tients were hospitalized; the remaining 7 
were fo:lowed on an outpatient basis. 

Study of each patient included the follow- 
ing: (I) a careful history with particular 
attention to the hereditary, birth, develop- 
mental, health and family history; (2) 
thorough physical and neurological examina- 
tion and basic laboratory study with special 
studies when necessary (at the time these 
patients were under observation we did not 
have the advantage of electroencephalog- 
raphy) ; (3) careful basic psychological test- 
ing when indicated; (4) repeated interviews 
with the parents and patients when possible 
to determine (a) general family organiza- 
tion, attitudes and relationships, (b) unusual 
stresses and strains present within the family 
structure, (c) worries and conflicts which 
the patients themselves had. 

In illustration we cite four case histories. 


I. “A,” female, age 3, was admitted to hospital for 
study of “spells” present since age I year and 3 
months. The referring physician described them as 
“several during the day—patient stiffens cut— 
focuses eyes on distant objects and falls into cor-vul- 
sive tremor.” His physical and neurological ex- 
amination were negative. Phenobarbital and cal- 
cium therapy were ineffective. : 

Birth, health, developmental and family history 
was reported negative. Patient was born out of 
wedlock and placed in her first foster home early 
in infancy where these spells began. The foster 
parents were deeply attached to our patient. Be- 
cause of "over-stimulation" on their part she was 
replaced in a second foster home where spells 
promptly ceased. They recurred when replacement 
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in a third foster home was necessary. She was 
having from 7 to Io seizures (petit mal) daily 
when admitted to the hospital. 

Physical, neurological and special laboratory 
studies (routine blood, urine, spinal fluid, x-rays 
and pitressin test) were negative. Her intelligence 
was high averzge. Except for a few mild seizures 
following hospitalization, none was observed during 
her 28-day stay. 

A poor placement following discharge from hos- 
‘ pital precipitated a recurrence of her spells with an 
increase in frequency and severity. In addition, she 
developed many fears, bit her lips and fingers and 
began stumbling about awkwardly. Her eating and 
sleeping habits were totally disorganized and she 
developed a stubborn cystitis. 

Replacement in an excellent foster home-—her fifth 
—brought a gradual cessation of her spells and 
other symptoms. Following this improvement she 
was prepared for a permanent placement which she 
readily accepted. For 6 years she has remained free 
of all previous symptoms. No drug therapy was 
used at any time during our study of her. 


2. "B," female, age 9, was admitted October, 
1940, for study of her "spells" which had occurred 
one to three times nightly for the preceding 6 weeks. 
These spells were of the tonic-clonic type beginning 
in her left arm and becoming generalized. 

Pregnancy, birth, developmental, health and 
family medical history was negative. Physical, neu- 
rological and. special procedures, including pneumo- 
encephalogram, were likewise negative. 

Following placement on water restriction (900 cc. 
daily) with no lessening of her seizures, dilantin 
was administered. Spells promptly ceased. She con- 
tinued free from spells when sodium bicarbonate 
capsules were substituted. No spells recurred when 
all medical treatment was discontinued. She was 
discharged in December 1940, after an attempt to 
work with her in psychiatric interviews. While 
friendly, she resented our efforts. However, at this 
time she indicated a strong attachment to her 
mother and an unusual antagonism to her younger 
brother. Despite a superior intelligence (I. Q. 133), 
personality inventories suggested marked feelings 
of inadequacy and inferiority. 

In October 1941, her spells recurred. As she re- 
fused hospitalization, she was interviewed in the 
pediatric outpatient department. On one occasion 
she burst out, “Why do I have to' start having con- 
vulsions every time there is a new baby in the 
family?” Phenobarbital and dilantin decreased the 
frequency and severity of the spells. 

Three months later she was re-admitted as she 
was having 4 or 5 spells each night during which 


she bit her tongue and sometimes soiled the bed. . 


Careful re-check of her physical and neurological 
condition was negative. 


Again psychiatric interviews were tried with - 


greater success. With the use of play technique de- 


scribed by Conn(13), she began discussing her. 


strong attachment to her mother, her hatred of her 
younger brother and her fear of hospitalization. 


She was afraid her mother would not love her if © 


she remained away too long. It was then we 


learned that her initial seizures came on soon after 


the birth of the fourth child in the family and re- 
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curred when the fifth was born. It seemed that each 
successive birth represented a threat of displace- 
ment in the affection of her mother. As we were 
able to relieve her anxiety by working with her as 
well as her mother in psychiatric interviews, she 
began to improve. She was discharged on no medi- 
cation. Approximately 2 years later during ancther 
period of exaggerated tension she returned. Because 
she resisted psychiatric interviews, she was placed 
on dilantin and followed in our outpatient depart- 
ment. , Within the year her spells ceased and medi- 
cation was discontinued. She has remained free 
from seizures for over 3 years. 


3. "C," male, I2 years, committed to the State 
Colony for Epileptics (7-18-39) as a potentially 
dangerous epileptic, was referred for study before 
placement. In addition to his convulsive seizures, 
he stuttered, had violent temper tantrums and did 
poorly in school. 

His first seizure was observed in December 1936 
at the age of 9. Seizures were typical of the grand 
mal type with exception of loss of sphincter controL 
Attacks were usually preceded by severe frontal 
headaches and followed by deep sleep. 

"C" was delivered after a normal full-term oreg- 
nancy by instrument after a 24-hour labor. Resus- 
citation was reported difficult. With the exception 
of a mastoid infection at age 7 years, persistent 
enuresis and a fall from a truck at age 9, he was 
considered a healthy lad. 

Admitted to hospital 11-39 he had only oue ob- 
served mild seizure during a 68-day stay. This 
occurred the day following admission after a visit 
with his mother. Physical, neurological and al 
speclal studies including pneumoencephalography 
and the pitressin test were negative. His behavior 
early during hospital stay was erratic. Though :t 
improved, he became unmanageable requiring isolz- 
tion the day prior to discharge. For the following 
several months he lived in a children's home, ac- 
justing fairly well. Here a few mild (petit mal) 
seizures occurred. At no time did he have any 
medication. i 

During his hospital stay he, as well as his parents 
and the paternal grandparents, was seen in psy- 
chiatric interviews. Briefly the background was de- 
fined as follows: “C” was the second of 5 siblings. 
Family life had never been happy due'to parental 
friction, augmented by interference of relatives, The 
father, age 38, an attractive pleasant-appearing pe-- 
son continued to be dependent upon the paternal 
grandmother. He was alcoholic, unable to assume 
any responsibility, and was known “to run about 
with other women." The mother, age 37, was a 
tense, nervous, highstrung woman who “went <o 
pieces" when she learned her husband had applied 
for divorce. Contrary to our patient's wishes, the 
mother was granted custody of all the children 
when divorce was finally settled. It was necessary 
for the mother to work to supplement the alimony 
granted. 

Mother reported "C" different from her other 
children and found him difficult to manage. Her 
comment that she "ignored him until he becar1e ua- 


-bearable and then spanked him" strongly suggested 


an unconscious rejection of him. His severe temper 


128 © 


tantrums, cruelty to his siblings, obstreperous be- 
havior toward his mother and her family made life 
in the home miserable. To make matters worse 
paternal grandparents favored "C." 

During our interviews with him he was usually 
friendly end spoke spontaneously of the frictions in 
his home. He openly denounced his mother and 
siblings, «cxnowledged fantasying freely about death 
of his mother and related terrifying night dreams. 
He thoroughly disliked school and wanted to live 
on the farm with the paternal grandparents. He 
often wept as he told his story. His stuttering be- 
came worse during his discussion of these trouble- 
some problems. 

It was possible for us to arrange for his place- 


ment witk. the paternal grandparents. With the ex- 


ception of a short interval when he was difficult to 
manage, ke did well. Due to the grandmother's ill- 
ness, he went to live with his father, where he had 
no supervision. His seizures recurred and he became 
a difficult social problem. His seizures ceased for 
- the following 9 months after return to the home 
of his grandparents. In 1942, when illness recurred 
in the grandparents’ home, his seizures reappeared 
and this time it became essential to institutionalize 
him as medication Was ineffectual in the control oí 
his seizures. 


4. "D," male, 16 years, was referred to our hos- 
pital for vocational advice due to school failure. 
Since the age of ten he had had convulsive seizures 
diagnosed “idiopathic epilepsy.” In addition, he 


had many petit mal spells—16 to 20 daily. Thorough 


physical studies at age 12 were reported negative. 
Vigorous arti-convulsant therapy modified seizures 
moderately, 

He was a full-term infant, born spontaneously 
after a 26-30ur labor. He was cyanotic at birth and 
did not cry for 20 minutes after delivery. As he 
became cyanotic again a few hours later, he was 
placed in ar incubator and kept there for 3 days. 
Except for a fall, which occurred at the age of 6, 
after which he was dazed and vomited, health his- 
tory was negative until the onset of his seizures at 
age IO years. 

Following failure to pass the fifth grade at the 
age of 10 years, he earned an I.Q. of 79 on the 
Stanford-Binet test and was considered of border- 
line intelligence. 

At the time of referral, he was virtually a re- 
cluse, with no friends, no interests or ambitions and 
thoroughly discouraged. 

^D," the oldest of. 5 siblings, had always had 
trouble in school His father, an aggressive, "self- 
made" man, had become a leader in his community. 
Hoping his son would achieve in school, he was 
much chagrined over the lad’s school failure. 
Though not overtly admitting his disappointment, 
he considerei his son a total loss. The mother, 
a quiet, stable, intelligent woman, seemed to have a 
good understanding of her son's problem. Tension 
was intense between our patient and the other sib- 
lings as they gradually surpassed him in school. 

At the time of our study physical examination 
was negative. 

Recheck af his intellectual status revealed a 
scatter in his I. Q. performance from 78 to 117. A 
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careful study of his successes and failures on these 
tests stronglv suggested a specific reading disability 
which was verified. 

He resporded nicely to interest taken in him. 
Arrangements were made to tutor him privately for 
correction of his reading disability. The parents 
were encouraged to decrease their domination of 
him and give him increasing responsibility, which 
included the acquiring of a part-time job. 

Coincident with this program his seizures were 
substantially reduced in frequency and severity. In 
the course oz the succeeding months he had only 
3 grand mal seizures, associated either with fatigue 
or increase in emotional tension. Petit mal attacks 
ceased. 


HEREDITY 


In 3 cases, all girls, a history of convulsive 
disorders in one parent was encountered. 
One mothe- had had "spells" early in life 
which had decreased as she matured. One 


father, age 53, had had seizures of the grand 


mal type for ave years prior to the onset of 
convulsions in our patient. The father of 
another had been a known epileptic for many 
years. No other significant family medical 
history was obtained. 


BIRTH AND DEVELOPMENTAL HISTORY 


As far as could be determined the preg- 
nancy, delivery, health and developmental 


- history was negative in all but 3 patients. 


Two patients required resuscitation follow- 
ing difficult delivery. Another patient re- 
quired placement in an incubator for 3 
days because of extreme cyanosis. 


PHYSICAL STUDIES 


Physical examinations were generally 
negative. 

With the exception of one patient who de- 
veloped a bilateral strabismus following a 
severe seizure in early infancy, neurological 
examinations were non-contributory. — 

Laboratory studies, including x-rays of 
skulls and pneumo- encephalograms when in- 
dicated, offered little in the way of explain- 
ing the seizures. 

Of the 6 patients who had the McQuarrie 
pitressin test, convulsions were induced in 
only 2 patients. One patient, a congenital 
luetic, hed a positive blood Wassermann. 

Surgical exoloration (craniotomy) was 
undertaken in one patient who had typical 
Jacksonian seizures. Nothing significant was 


` observed at cperation. 
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PSYCHOLOGICAL TESTING 


Where indicated, psychological, school 
achievement and tests of special abilities and 


disabilities were carried out. Test scores: 


varied from 77 to 133, with the majority 
falling well within the average range of 
“normal” intelligence. Bilingualism was en- 
countered in one case, which may have penal- 
ized this patient in school performance. 
Two cases of specific reading disability 
were found. One patient was to have been 
in the eighth grade in school, but, because of 
his reading deficiency, school achievement 
test revealed that he was functioning at the 
level of grade 2 and 3 in reading and arith- 
metic. This boy, utterly discouraged by 
school failure, said repeatedly, “I’m just 
dumb, I guess.” The convulsions of another 
boy, age 15, who had been trying to get 
through the eighth grade, but was function- 
ing at the level of grade 5 in reading oc- 
curred at the time he began failing in school. 


FAMILY ORGANIZATION—-HomME LIFE, 
BACKGROUNDS AND ATTITUDES 


In the belief that home conditions are im- 
portant in a child's life, an attempt has been 
made to classify, though perhaps crudely, 
the actual situation which the children in our 
series faced. The summary is below. 


SUMMARY OF Home BACKGROUNDS 


I. Patients living at home with both 


D3reni$ luec aio. ue I2 
.8. Definite tension existing in 
Oe e cose os acl dens 10 
b. No discernible tension in 
Dome oov cota wa rd ies 2 
2. Patients from broken homes.... IO 
a. Illegitimate ............ iein 2 
b. Mother dead ............... 2 
c; Father dead ive ele I 


d. Parentsseparatedor divorced. 5 


Marked intrafamily tension existed in the 
homes of Io of the 12 children living at 
home with both parents. Several examples 
will serve to illustrate. Marked parental con- 
flict was noted in the home of one patient 
where both parents were unstable emotion- 


ally. The mother, the dominant parent, felt . 


much superior to the father, who was a 
weak, submissive person. In addition, the 
mother candidly acknowledged, during one 
interview, that she resented becoming 
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pregnant with our patient and had always 
thoroughly disliked him. 

Still another patient was overtly rejected 
by her emotionally immature mother whose 
guilt over the premarital pregnancy persisted. 
Though this was the basic factor in the situa- 
tion, home tension was sustained by pcor 
marital adjustment, constant fear of preg- 
nancy and financial worries. 

Five of the children coming from broken 
homes were living with one parent. Each of 
these families continued to suffer from 
marked intrafamily tension apart from the 
breaking up of the original home. We have 
cited the situation of patient "C" whc thor- 
oughly hated his mother and siblings. 

Two of the children were born out of 
wedlock. One of these we have cited in cur 
illustrations. The other patient, age 15, had 
been in a foster home, believing it to be his 
real home. At age 13 he was terrifically 
upset when, in a fit of' anger, his foszer 
mother told him he was not her child aad she 
really had no responsibility for him. From 
this point on, he became extremely difficult 
to manage which resulted in increased pua- 
ishment of him by the foster parents. Ac- 
cording to his own story his first seizure 
followed a severe beating. 

The parents of 8 patients exhibited 
marked anxiety and overprotectiveness, per- 


 mitting little opportunity for spontaneity on 


the part of the child himself. Outright re- 
jection of the children on the part of one or 
both parents was noted in 8 homes. 

Intense sibling rivalry seemed significant 
in II patients. For example, one mother 
stated spontaneously in interviews that her 
daughter would “pick on her little sister," 
inviting parental interference and punish- 
ment. Following this the patient would heve 
a seizure. Intense jealousy toward siblings 
who were achieving more adequately in 
school was noted in several patients. Real 
hatred of other siblings was found in 6 of 
our patients. Two of these so thoroughly 
hated their older siblings that they attempted 
to do them bodily harm. 

A close relationship between the orset of 
seizures and an experience heavily charged 
with emotion seems apparent in II cases. 
Severe anger growing out of quarrels pre- 
ceded the first seizure in 3 of our patients. 
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Fright seems to have been important in 3 pa- 


tients. Spells began in one patient after a fall 
which frightened not only the patient but the 
parents as well. Another, who was in a cor- 
rectional institution, developed his first grand 
mal seizure shortly after receiving word that 
his mother nad been killed. The mother of 
still another patient definitely stated that 
fright associated with an appendectomy was 
important. A combination of anger, hostility 
and deep-seated hate seems to be important 
in a patient whose spell followed a severe 
beating which he had received from the man 
whom he had thought was his own father, 
. but who in reality was his foster father. 

The patient who had only one grand mal 
spell of 15 to 20 minutes' duration presents 
an interesting history. This boy was having 
difficulty with his father—the two violently 
disliked each other. During one of their fre- 
quent periods of hostility, a very close friend 
of his died suddenly. The morning of the 
memorial service a violent quarrel with the 
father occurred. Our patient ate no break- 
fast or lunch. His grief was intense during 
the memorial service and continued for sev- 
eral hours t£ereafter. Finally, realizing how 
hungry he was, he had an ice cream soda at 
the corner drugstore. A few moments later 
. he had his frt on the street which lasted ap- 
proximately 20 minutes. This is the only 
seizure this boy has had. 

Another patient likewise presents an inter- 
esting sequence of events. At the age of I2 
years she was admitted to the hospital be- 
cause of the sudden onset of seizures so 
severe it was necessary, in the opinion of the 
local physician, to administer ether to con- 
trol them. Her spells developed the evening 
of the day a state social agency had assumed 
custody of tke children in her family, includ- 
ing herself. She has never accepted this 
action on the part of the state authorities. 
Though she has not had a recurrence of her 
seizures, she did develop finally a severe psy- 
chiatric problem of the hysterical type. 

As a group these patients responded most 
readily to an interest in them, their wor- 
ries and feelings about themselves and 
others. Early traumatic experiences, dis- 
turbing dreams, dread of failure in school, 
feelings about home, parents and siblings 
were freely related in the majority of in- 
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stances. One patient with a bilateral squint 
told of the ridicule she suffered at school, 
“They call me ‘cross eyes. I'll hit them so 
hard they'll get them and then they'll know 
how it feels." Another patient repeatedly 
emphasized, “They (her younger brothers) 
make me so nervous." She quickly added 
that she wished they lived elsewhere. Still 
another patient told how he hated his younger. 
siblings, "They make me so mad I hit them." 
During periods of uncontrollable rage this 
boy had taken after Lis mother with a knife.. 

Disturbing dreams were present in nearly 
every case. The majority of them suggested 
the prevalence of marked anxiety, hostility 
and insecurity. Dreams of falling, of being 
pursued by fierce animals or in some in- 
stances grotesque adults were most common. 
Several of our patients were outspoken in 
the expression of hostility and resentment 
toward their parents and other members of . 
their families. 

The majority of these patients improved 
as they shared their worries and conflicts. 
Our most outstanding success was a young 
lad who showed immediate improvement 
following free discussion of the difficulties 
which his mother and father were having at 
home. | 

Five of the 15 patients who were hospital- 
ized had no observed spells at any time dur- 
ing hospitalization. Though only 4 of the 
remainder continued having seizures while 
in hospital, their spells did not occur as fre- 
quently nor were they as severe as prior to 
admission. Cessation of seizures occurred 
in 4 of these Io patients without the use of 
medication. 

In our 22 cases ro have continued to re- 
main free frcm seizures. Six continue to 
have spells though these are less frequent 
and less severe than prior to study. It was 
necessary to institutionalize the remaining 6 
all of whom came from the most difficult and 
unmodifiable situations. | 

Cobb's(14) suggestion of “finding several 
causes and giving to each its proper em- 
phasis" seems well illustrated in this series. 
The inclusion of psychotherapy should in 
no way militate against the use of anti- 
convulsant drug therapy, water restriction 
or dietary measures; all should be used as 
indicated. ‘For Bowlby(15) has rightfully ` 
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stressed, “It is often exceedingly difficult to 
distinguish between epilepsy and hysterical 
fits.” He further suggests "There is no true 
line dividing the two conditions although 
modern methods of electroencephalography 
do seem to be, establishing a difference. 
Moreover there is no sound reason for re- 
garding idiopathic epilepsy as organic in 
distinction to hysteria which is psychogenic. 
Many cases could be cited where fits have 
followed an emotional shock whilst their 
relation to repressed hatred is obvious, one 
child having a fit where another would get 
into a rage.” Kraines(16) and Campbell(6) 
have emphasized the importance of habit 
formation in the convulsive disorders. Each 
seizure mzkes easier the occurrence of 
another. 

If every physician dealing with the con- 
vulsive disorders of all age ranges, but par- 
ticularly children, could be encouraged to 
consider and to deal constructively with the 
situational and: emotional factors early in 
each case, we are sure much could be done 
to ease subsequent care of these patients and 
their families. 
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CASE REPORT 


RELATIONSHIP THERAPY IN A CHILDREN’S PSYCHIATRIC WARD 
RUTH GILBERTSON HART, R. N, Var Nuys, CALI. 


The psychiatric nurse, together with her 
non-professional associates on the ward, can 
play a direct psychotherapeutic role in cases 
of acute behavior problems of children by 
relating herself to the children in such a way 
as to meet their emotional needs. 

The organization and functioning of the 
children’s ward at the Illinois Neuropsychi- 
atric Institute, where work of this kind has 
. been carried on, has been described else- 
where. The present report illustrates the 
effectiveness of this type of therapy by pre- 
senting the case of John whose extreme 
hyperactivity and destructiveness combined 
with the handicaps of epilepsy and mental 
deficiency taxed severely not only the pro- 
fessional but also the personal resources of 
those who worked with him. The staff had 
to overcome the feeling of hopelessness usu- 
ally attached to epilepsy and feebleminded- 
ness and to recognize that the behavior diffi- 
culty could be treated in spite of these other 
undeniably serious problems. Medication 
was administered only for the epilepsy ; for- 
mal psycnotherapy was considered impos- 
sible and was not attempted. The regimen 
of the ward which was of therapeutic value 
for the other children: meant nothing to this 
patient. He began to improve only after he 
had developed attachments to the nurses and 
other ward personnel. 'These relationships 
partly met his enormous need for love and 
attention and created the affective milieu 
within which he was enabled to change in a 
year's time from a violent, unpredictable 
little animal to a fairly happy, reasonably 
tractable little boy. 


John was 7 when he was referred to the Juvenile 
Court by police who on several occasions had 
found him wandering far from home. The court 
asked the Institute for Juvenile Research, a state- 


operated child guidance clinic, to make a study of. 


the case. It learned that John was the second 
child of poor immigrant parents. The father, char- 





1Am. J. Nursing, June 1943. 
The author was assisted by Helen Sutton, R. N. 
in compiling material for this report. 
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acterized as a brutal person, deserted before John's 
birth. The mother then formed a relationship with 
another man by whom she had 4 children. This 
man was said to have made sexual approaches to 
the children. The family lived under cramped and 
squalid conditions; the children were dirty and 
unsupervised. The mother was described as dull 
and distraught. | 

John’s birth and early developmental history were 
uneventful. However, at 20 months when he was 
hospitalized for infantile diarrhea and pneumonia 
he was found to be rachitic and malnourished. His 
first convulsions took place at this time. When 
hospitalized at the age of 6 for burns sustained 
during a seizure a diagnosis of ideopathic epilepsy 
was made. Treatment was sporadic because of the 
mother’s opposition. The severity and frequency 
of the seizures prevented his attending school. He 
roamed the streets begging for pennies and col- 
lected worthless odds and ends. Sometimes he was 
extremely affectionate foward members of the 
family or strangers. He was subject to fits of 
violent anger. He would exhibit his genitalia, uri- 
nate on the floor and break furniture. When his 
mother did not meet his constant demands for 
demonstrations of affection he would tear off a 
finger- or toe-nail. 

The Institute for Juvenile Research decided to 
place John in the ward, of which it is in charge, 
for furtker study. He came with his mother and 
the social worker. He allowed his mother to go 
but clung desperately to the social worker. He 
undressed himself for his admission bath, rolled 
and splashed in the water and allowed the nurse 
to dress him. He kissed and hugged her, saying, 
“My mother beats me. Will you live with me and 
be my mother? Give me lots of marbles and 
blocks.” 

According to ward practice, he was placed in 
isolation. He was given toys and considerable 
attention to which he responded with affection. But 
when he was required to go to bed, he pulled off 
his clothes, ran into the corridor yelling profane 
insults in two languages. He became so wildly 
destructive that it was necessary to remove his bed 
from the room; but later, when the nurse suggested 
that he help her put it back, he enthusiastically 
assisted her, got into bed and fell asleep. 

During the isolation period he ate ravenously. 
When left alone he would tear off a toenail with 
his teeth or thrust a finger down his throat to 
induce vomiting. He urinated on the floor, stuffed 
paper into the tcilet to make it overflow. He scaled 
the wall in the corner of his room and for minutes 
at a time stayed up there, clinging monkey-fashion 
to the molding with his remarkably prehensile 
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toes. He took every opportunity to make noise 
. by banging on the walls and the furniture and by 
slamming doors, He continued to beg, “I am a 
poor boy. I ain't got no daddy or mama to love 
me .... poor Johnnie, mama kiss daddy, daddy 
kiss mama ...." He pounced upon and tried 
to choke a nurse who was instilling medication in 
his ears which were discharging. 

Because it was believed that the continual thwart- 
ing necessary to enforce his isolation exaggerated 


his hyperactivity, John was transferred to the ward . 


before the end of the isolation period. He did not 
enter any form of group play nor did he ignore 
the other children. He chased them, performed his 
tricks for them, jumped into their beds. He tried 
to insert his fingers into their rectums. He ex- 
hibited his genitalia, tried to seize hold of the boys’ 
penises, asked to suck the girls’ breasts. He siruck 
other children with any handy object. He beat one 
patient with a baseball bat. He spat at the nurses, 
banged on their office doors, stole money from their 
purses. He rubbed his genitalia against female ward 
personnel and tried to feel their breasts. In the 
toilet he masturbated rectally. Following a pro- 
lapse of the rectum, he pinched his mucosa until 
there was profuse bleeding. He would then smear 
himself and the walls with blood and feces. The 
wet neutral racks which were administered during 
the first period following John's release from isola- 
tion were necessary not only for sedation but also 


as a practical means of control. John was clearly. 


the most disturbed and disturbing child on the 
ward. 

The first manifestation of epilepsy, a seizure of 
the grand mal type, occurred shortly after his 
hospitalization. In order to determine the type, fre- 
quency and rhythm of the seizures, the psychia- 
trist ordered that no medication be given to con- 
trol them. Later, phenobarbital brought them 
under control Dilantin was subsequently substi- 
tuted experimentally with poor results and replaced 
permanently by phenobarbital. 

Although feeblemindedness was suspected from 
the first, it was not until tae eighth month of 
hospitalization that a psychometric could be done; 
it indicated a mental age of 4 years. 

The treatment plan in this case was the product 
of frequent conferences between the medical and 
nursing staffs. The clue to the successful manage- 
ment of John's behavior seemed to be his tre- 
mendous craving for affection and his readiness to 
form attachments, Perhaps he could be helped to 
develop inner controls through the judicious bal- 
ancing of indulgence and firmmess. 
similar to the creation of “conscience” in a real 
family situation. 'The promise of love and indul- 
gence and the fear of their withdrawal would lead 
him to choose approved as against, unacceptable 
ways of behaving. 

Great resourcefulness, watchfulness, patience and 
stamina were required to put this plan into effect. 
Fortunately, it was possible to give this child 
genuine affection because, despite his extraordi- 
nary behavior, he was appealing in appearance and 
pitiful in his neglect. He wanted love expressed 
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in direct ways—in lap-sitting, embraces and kisses. 
Because of his mental backwardness, verbal re- 
proofs needed reinforcement by stern looks, deci- 
sive gestures and occasional manval restraint. Con- 
stant repetition of punishments and rewards were 
necessary before a new habit was established. 

At all times, John was in someone's exclusive 
care. Because of the strenuous character of the 
work with this child, no nurse or attendant could 
be required to spend more than an hour at a time 
with him. Even this hour taxed the equanimity oc 
the most patient person, and staff members who 
became fond of the boy frequently were seized 
with feelings of revulsion and rejection. That he 
could give cause for such feelings is attested by 
the instance of his expectorating into the mouth 
of an attendant, causing her to vomit. Nurses 
relieved their tensions by discussing with the 


‘psychiatrists and each other their hostility for the 


boy. Particular problems of management were dis- 
cussed at regular staff conferences. The super-. 
visors gave ready support and sympathy to the 
personnel in their attempts to adjust to this difficult 
situation. 


. John's first play interest was in dolls. Other 


. children touched one of his collection at the risk 


of losing a handful of hair. Identifying himself 
with a baby doll, he remarked as tears ran down 
his cheeks, “Baby, I like you. I didn’t mean to hit 
you. Mother will spank baby, but I will hang 
mother on a nail.” (One of his complaints against 
the stepfather was that he had punished him by 
hanging him on a nail.) He was very clever at 
catching flies with his hands. He enjoyed the 
approval he earned when he fed captured flies to 
the turtles kept in the school room. He was 
fascinated by the common sounds about him, and 
he loved to produce strange noises himself. In 
the playground he' took no part in group activities, 
but he sought attention by making noises and 
clowning. Laughter at his antics made him delirious 
with joy. 

For a year the ward was his home, and his 
contacts with members of his family were infre- 
quent. His mother, always harassed by home 
duties, was pregnant during a major part of the 
period of John’s hospitalization. Her visits were 
always short. At first he wanted to go home with 
her, but later seemed content to let her go when 
a visit was concluded. She was demonstrative 
toward him in what appeared to be a genuinely 
affectionate way. She recognized the improvement 
in his behavior, seemed content to let him stay. 
The maternal grandmother, an excitable person, 
produced a sympathetic reaction in John when she 
came to visit. His father, whom he had never seen, 
visited him once, just before entering the army. 
The boy was shy at first but soon was sitting an 
his father’s lap. Later he spoke proudly of his 
daddy to the other patients. 

John greatly enjoyed the praise, affection ard 
approval which were his rewards for acceptable 
behavior, but when these were withheld he indulged 
in long periods of forced crying and self-pity. He 
was willing to be taught new things by people he 
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liked. He learned to use politer terms for natural 
functions than those he brought into the ward. His 
attachment to the kitchen maid whom he often 
called “mama” was manifested by a willingness to 
help her with her work. The entrance of another 
child into the room at this time would arouse his 
jealousy. He formed a similar attachment to the 
cleaning maid. He helped her dust the ward and 
empty the wastebaskets (in which he would search 
for pennies). He would “make dust” by picking 
plaster 1o2:e from the walls or shredding cigaret 
butts. He explained: “Dust makes flies and flies 
are in' all mothers’ homes.” The maid’s success 
with John led to her reclassification as a ward 
attendant. : 
When John discontinued his habit of soiling and 
smearing, ke began to show an interest in hand- 
washing and washing his toys. This produced new 


problems; he preferred the toilet bowl to the lava- 


tory and he enjoyed flushing the soap down the 
* toilet, resulcing in frequent emergency calls to the 
plumber and a diminution of the soap supply. Lock- 
ing the bathroom doors prompted him to steal soap 
and hide it until he could sneak into the bathroom. 
He was rewarded with pennies when he did not 
throw soap into the toilet, and after 3 months the 
trouble abated. Eventually he voluntarily gave up 
hoarded soap to the nurse or attendant with whom 
he had had a satisfactory play period. 

By the zourth month of John’s stay on the ward 
he was having many quiet days. The neutral packs 
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were discontinued, firmness on the part of nurses 
and attendants having become adequate as behavior 
controls. John showed greater interest in other 
patients, especially the older girls who sometimes 
assumed a parental attitude toward him. He cried 
because he was not permitted to sleep with them 
in the girl's dormitory. 

He was taken on walks with the other children. 
In exchenge for allowing him to run free, he agreed 
always to wait at the corner for the group to catch 
up with him. Once he ran off and disappeared. A, 
wide search failed to find him, but 4 hours later 
he was seen, transfer in hand, waiting for a street 
car a short distance from the hospital. Very pleased 
with himself, he explained how he had used his 
store of pennies to ride the streetcars. He had 
had no intention of running away; as he transferred 
from car to car he had always kept the hospital 
tower in sight. 

At the end of a year in the ward, John, although 
greatly improved, still required expert supervision. 
It was felt that he would benefit by a longer stay, 
but war-time staff shortages required his discharge, 
and he was transferred: to a state hospital for the 
feebleminded. When, 3 months later, the former 
ward supervisor of nurses visited him at the state 
hospital, there was no evidence that he had re- 
gressed from his stage of development at the time 
of discherge from the ward. Not long afterward 
it was learned that he had been paroled to his 
‘mother. 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sin: We have recently published data on 
the cerebral metabolic rate before and after 
pentothal anesthesia on man? in the AMERI- 
CAN JOURNAL or PSYCHIATRY and on dog? 
in the American Journal of Physiology: One 
of the factors necessary to determine cere- 
bral metabolic rate is cerebral blood flow. 
The other is arteriovenous oxygen difference. 
In our. investigations we used the method 
of Kety and Schmidt? to measure cerebral 


blood flow. Kety et alt have recently re-. 


vised the formula for the calculation of 
cerebral blood flow for they changed the 
partition coefficient of nitrous oxide between 


t Himwich, W. A., Homburger, E., Maresca, R., 
Himwich, H. E. Brain metabolism in man: Un- 
anesthetized and in pentothal narcosis. Am. J. 
Psychiat. 103 : 689-696, 1947. 

2 Homburger, E, Himwich, W. A, Etsten, B, 
York, G., Maresca, R, Himwica, H. E. Effect of 
pentothal anesthesia on canine cerebral cortex. Am. 
J. Physiol. 147: 343-345, 1946. 

3 Kety, S. S., Schmidt, C. F. The determination 
of cerebral blood flow in man by the use of nitrous 
oxide in low concentrations. Am. J. Physiol, 
143: 53-66, 1945. 

4 Kety, S. S, Harmel, M. H., Shenkin, H. A. 
Schmidt, C. F. Nitrous oxide method for measure- 
ment of human cerebral -blood flow. Experimental 
evaluation of fundamental assumptions. Fed. Proc. 
6: 142, 1947. 


brain and blood and reduced its value from 
I.3 to 1.0, thus rendering previous results 
2396 too high. Our résults obtained from the 
venous blood containing the major part oí 
the cortical return are therefore lowered 
to 3.0 cc O,/1oo gm tissue/hour and for 
the blood containing the chief part of the 
subcortical contribution 2.1 cc O,/100 gm ` 
tissue/hour yielding an average of 2.5 cc/10¢ 
gm tissue/hour for the entire brain. This 
value is somewhat less than that of 2.8 cc 
O,/ioo gm tissue/hour, the corrected av- 
erage of Kety and Schmidt? Assuming an 
oxygen intake of 250 cc per minute for the 
entire body, the fraction used by the brain 
is 14-16%, a value similar to that obtainec 
by the Evans Blue Method. We measurec 
predominantly the cortical metabolism? in 
the dog with a corrected result of 4.5 cc 
O./100 gm/min. If this observation is con- 
frmed it will yield further support for the 
high metabolic rate of the cephalad end of 
the neuraxis. The percentage decrease in 
cerebral metabolic rate produced by poten- 
tial sodium remains the same: 36% in man 
and 56% in dog. 
Hanorp E. Hiwwiczg, M. D. 


ë Gibbs, F. A., Maxwell, H., Gibbs, E. L. Vol- 


ume flow of blood through the human brain. Arch. 
Neurol. and Psychiat. 57:137-144, 1947. 
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COMMENT 


THE NEW YORK MEETING 


The several innovations in the program 
of the recent annual meeting are indicative 
of the wholesome changes which are taking 
place within the Association. This one hun- 
dred and third convention of the members 
was, to a considerable extent, the culmination 
of efforts which had their beginnings in 1945. 
In that year the Council appointed the Com- 
mittee on Reorganization and authorized the 
establishment of The Psychiatric Founda- 


tion. During the New York meeting the- 


members devoted themselves for a day and 
-a half to the reorganization of the Associa- 
tion and for an entire afternoon to learning 
about The Foundation. Their energy and 
enthusiasm in evolving recommendations 
for the expansion of the Association’s ac- 
tivities contributed considerably to the suc- 
cess of the meeting. The presence of 1666 
members and 1996 nonmembers gave evi- 
dence of the growth of the Association and 
the increased interest in psychiatry. 

Other innovations which were introduced 
during the meeting included the giving of 
first place on the program to the Presi- 
dential Address and a more dignified ar- 
rangement for the election of officers. Dr. 
Samuel V/. Hamilton’s address might well 
be described as a “Report on the State of the 
Union.” With his gift for presenting things 
clearly and in their proper setting his ad- 
dress was in every respect a perfect prelude 
for the sessions which were to follow. The 
arrangements he made for the election of of- 


ficers provided ample opportunity for every 
member to cast his ballot and they seemed 
like a wholesome departure from the pre- 
vious customary procedure. 

The addresses by Dr. Brock Chisholm, 
Secretary of the Interim Commission to 
The Worlc Health Organization, and Dr. 
John R. Rees of London, England, served 
to make the international aspects of psychia- 
try more meaningful and stimulated interest 
in the International Mental Health Congress 
in 1948. Among the 694 members and 
guests who attended the banquet quite a 
number expressed their intention of going to 
London for this meeting next year. There 
were 822 members who made dinner reser- 
vations for the round table meetings, and 
the scientific presentations had seemingly 
larger audiences than in the previous years. 

In addition to the scientific value of the 
meeting and the pleasure of visiting with 
colleagues a great deal was accomplished in 
behalf of an expanded program. There is 
good assurance now that the Association will 
assume a more active leadership in the field 
of psychiatry than at any previous time 
within its history. This cannot come about, 
however, without a considerable assistance 
from the membership. Those who attended 
the New York meeting have initiated a pro- 
gram which now needs to be implemented 
by the entire membership. 

Leo H. BARTEMEIER, Secretary. 


JUVENILE DELINQUENCY IN GREAT BRITAIN 


The British Information Services have 
recently issued a pamphlet giving figures on 
juvenile delinquency in Great Britain during 
World War II. In contrast to the first world 
war, during which delinquency rose steadily 
until peace came, the figures show a con- 
stant or a decreasing rate of juvenile delin- 
quency after the first marked increase in 
1940-41. This period coincided with the 

period of continuous air raids, with evacua- 


we 
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tion movements, and with absence from home 
of older people. Thus, wartime conditions 
aggravated the peacetime causes of delin- 
quency. These had been studied carefully 
by the London School of Economics, which 
compared a group of 1,000 delinquent boys 
with a control group of children of the same 
age and from the same schools who had 
never come before the courts. Significant 
differences between these groups were found 
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in the realms of parental controls, school 
attainments, and broken homes. The effect 
of the war upon these factors is obvious. 
Thirty percent of all juvenile offences in 
London during peacetime were committed 
during the hours of darkness; wartime black- 
out conditions naturally increased the in- 
tensity of darkness and offered more oppor- 
` tunity for "breaking and entering," which 
accounted for three-fourths of all the in- 
dictable offences with which children and 
young persons were charged in the Juvenile 
Courts. Because of evacuations and the de- 
struction of schools, school attendance be- 
came irregular, and many children were 
brought before the courts who had not been 
in school since the war started. The ab- 
normal home conditions that resulted from 
evacuation, destruction of homes in target 
areas, life in airsraid shelters, absence of 
parents in the services and in war work 
contributed to the rise in juvenile delin- 
quency, as did the general wartime restless- 
ness and strain. Facilities to handle juvenile 
delinquents were naturally overburdened 
during the war years. 

The number of delinquents in proportion 
to the total number of young people under 
17 was very small, ranging in various years 
and age groups from 0.8% to 1.6% for 
boys, and never exceeding 0.19% for girls. 
This may have been due to the concerted 
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efforts that were made on many fronts to 
prevent delinquency. Youth services provid- 
ing both social life and recreative work were 
extended during the war, with government 
financial aid for expenditures on premises, 
equipment, and trained leadership. Pre- 
Service training organizations, reaching 
down to the 13-year-old age group (which 
is the group with the highest delinquency 
rate) have had phenomenal success. The 
school-leaving age was raised; welfare 
schemes for young industrial workers were 
instituted ; the schools became social centers. 
New training schools for delinquents have 
been established, and these have been sup- 
plemented by foster home care. Parental 
responsibility for children’s behavior is being 
stressed: many Juvenile Courts are now. 
held in the evening so that working fathers 
may attend, and some local authorities are 
running classes for fathers in child care. 
Parents’ associations are increasing. Better 
training in youth problems and psychology 
has been recommended for the Clerks of the 
Court, the legal advisors to the justices. The 
probation system has steadily improved, and 
use of it has greatly increased. There is a 
growing public interest in such matters as 
housing, community centers, and the pre- 
vention of unemployment; and local surveys 
of juvenile delinquency stress the necessity 
of tackling the basic causes of delinquency 
by means of basic social reforms. 


NEWS AND NOTES 


Dr. HAMILTON TAKES OVER New JERSEY 
` Hospitaz.—The President of The American 
Psychiatric Association for 1946-47 was 
recently appointed superintendent of the 
Essex County Hospital, Cedar Grove, New 
Jersey, and assumed his official duties July 
I, 1947. This hospital is an institution ac- 
commodating about 2,500 patients and en- 
joys an outstanding reputation. Dr. Hamil- 
ton joins its staff after II years with the 
United States Public Health Service in 
Washington, during which he made surveys 
of mental hospitals and state services 
throughout the country. 
"^ Dr. Hamilton's predecessor at Cedar 
Grove was Dr. Guy Payne, who had served 
as superintendent of the hospital for 30 
years and was responsible for the excellent 
standing it had attained. 


AMERICAN ASSOCIATION ON MENTAL 
Dericiency.—At the 7Ist annual meeting 
of the American Association: on Mental 
Deficiency held in St. Paul May 27-31, the 
following officers were elected: President, 
Dr. Lloyd Yepson; President-Elect, Dr. Ed- 
ward J. Humphreys; Secretary-Treasurer, 
Dr. Neil A. Dayton; Editor of Journal, Dr. 
Edward J. Humphreys. 

Final plans were outlined for the First In- 
ternational Congress on Mental Deficiency, 
which will be held in Boston at the Hotel 
Statler, May 11-15, 1948. It is anticipated 
that there will be delegates and speakers 
from North and South America, the British 
Isles, Europe, Australia, and New Zealand. 
The chairman for the Committee on Ar- 
rangements is Dr. C. Stanley Raymond. 


INTERNATIONAL CONGRESS ON MENTAL 
HeattH.—In the summer of 1948 there will 
take place in London an International Con- 
gress on. Mental Health. Conferences will 
cover the subjects of child psychiat-y, medi- 
cal psychotherapy, and mental hygiene. Dr. 
J. R. Rees is chairman of the organizing 
committee. Dates of the Congress are 
August 12 to 21, 1948. Requests for infor- 
mation about the Congress should be ad- 
dressed to the Organiser, International 
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Congress cn Mental Health, 39 Queen Anne 
Street, London, W. 1, England. 


SECTION ON PRIVATE PRACTICE OF Psy- 
CHIATRY.—All members of The American 
Psychiatric Association who wish to join 
the recently established Section on the Pri- 
vate Practice of Psychiatry and whose names 
do not already appear in the Biographical 
Directory of the APA published in r1g41 
are urged to send their names and principal 
biographical data to the secretary of the 
section, Dr. J. G. N. Cushing, 11 East 
Chase St., Baltimcre 2, Md. The chairman 
of the section, Dr. Wendell Muncie, an- 
nounces that they wish to compile a list of 
all the. active-workers in the private practice 
of psychiatry and would appreciate having 
information from these workers as to 
whethe- hospital facilities are available to 
them for their own treatment of their 


patients. 


MiLrrARY Ciration, Capt. F. L. Mc- 
Danet (MC), USN.—For outstanding 
work done in construction, organization, and 
command ot the San Leandro Naval Hos- 
pital, San Leandro, Calif., during the war, 
Capt. Frederick L. McDaniel of Alexandria, 
Virginia, has recently been awarded the 
Commendation Ribbon by the Secretary 
of the Navy, Honorable James Forrestal. 
The San Leandro Hospital was one of the 
institutions that received many patients for 
special treatment in connection with war 
psychoneurosis of combat origin. 


PHILADELPHIA PSYCHOANALYTIC SOCI- 


' ETY.—At its annual business meeting on 


June 14, 1947, the Philadelphia Psycho- 
analytic Society elected officers for the year 
as follows: President, Dr. LeRoy M. A. 
Maeder; Vice-President, Dr. George W. 
Smeltz; Secretary-Treasurer, Dr. Robert S. 
Bookhammer. 


NonrH Pacrric Socrety or NEUROLOGY 
AND PsvcnuiATRY.— The following officers | 
were elected at the 1947 meeting of the North 
Pacific Society of Neurology and Psychia- 
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try: President, Dr. Frank Turnbull; Presi- 
dent Elect, Dr. Herman A. Dickel; Secre- 
tary-Treasurer, Dr. Gerhard B. Haugen. 
Four members of the Executive Committee 
were elected: Dr. Ryle Lewis, Dr. Gordon 
Hutton, Dr. S. N. Behrens, and Dr. Ralph 
Stoltzheise. The constitution was revised to 
make American Board, Certification or eli- 
gibility for such certification a prerequisite 
` for Fellowship. The 1947 meeting will be 
held at Vancouver, B. C., the latter part of 
March. 


RESIDENCY TRAINING PROGRAM, NORTH 
LITTLE Rock, ARKANSAS.—The American 
Medical Association and the American 
Board of Psychiatry and Neurology have ap- 
proved the Veterans Administration Hos- 
pital, North Little Rock, Arkansas, for 15 
residents for a 3-year training period in 
psychiatry.. In addition to officers of the VA 
Hospital, the teaching staff is drawn trom 
the University of Arkansas School of Medi- 
cine and from Washington University School 
of Medicine, St. Louis. Residents will be ac- 
cepted for training on July 1 and January 1 
of each year, with an annual stipend of 
$3,000 for physicians who served as medical 
officers during World War II and an annual 
stipend of $900 to $1,800, plus subsistence, 
for others. Those interested should write to 


Dr, H. W. Sterling, manager of the hospital. - 


INTERNATIONAL CONFERENCE OF PHY- 
SICIANS.—The Royal College of Physicians 
is arranging an International Conference of 
Physicians to be held in London during the 
week of September 8th to 13th, 1947. The 
Conference will be divided into the following 
sections: cardiology, dermatology, disorders 
of the chest, general medicine, neurology, 
pediatrics, psychiatry, and social medicine. 
Admission to the conference is confined to 
medical practitioners and is by ticket only. 
Dr. G. B. Mitchell-Heggs, Royal College 
of Physicians, Pall Mall East, London, 
S. W. I, is the organizing secretary. 


INTERNATIONAL CONFERENCE ON Psy- 


CHOSURGERY.—An international congress on 
psychosurgery will be held in Lisbon in 
April, 1948, at the invitation of the Portu- 
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guese Government and the University of 
Lisbon. Chairman of the United States 
Committee is Dr. Walter Freeman, 2014 R. 
St., N. W., Washington 9, D. C. 


ELECTROSHOCK RESEARCH ASSOCIATION. | 
—At a meeting on May 20, 1947, the 
Electroshock Research Association elected 
the following new officers: President, Dr. 
Nathan K. Rickles; Vice President, Dr. 
Emerick Friedman; Secretary-Treasurer, 
Dr, Paul H. Wilcox; and Councillors, Dr. 
Ernest A. Spiegel and Dr. Esther Bogen 
Tietz. 


MEETING oF Court PsyCHIATRISTS.— 
In conjunction with the 1947 annual meeting 
of The American Psychiatric Association, , 
Dr. Leo L. Orenstein, Psychiatrist-in-charge 
at the Psychiatric Clinic of the Court of Gen- 
eral Sessiohs, New York, N. Y., arranged 
for a meeting of court psychiatrists from 
various parts of the country. The first of 
such meetings had been held in Chicago in 
1946, when Dr. William H. Haines of the 
Behavior Clinic of the Criminal Court of 
Cook County was host to psychiatrists in- 
terested in forensic aspects of the specialty. 

This year the meeting was held May 19, in 
New York City. Dr. Orenstein was host at 
a dinner which was followed by a discussion 
of two important problems in court psy- 
chiatry: one, the function of the psychiatrist 
in the court, ‘and two, the problems of 
juvenile delinquency. Eighteen psychiatrists 
and one probation officer attended the meet- 
ing and several judges from the Criminal 
Courts in New York were invited. Four 
outstanding judges did attend and partici- 
pate in the discussions. They indicated a 
need for expansion of psychiatric facilities 
in courts and emphasized the value of thera- 
peutic possibilities. At present, very few 
Court Clinics in this country are equipped 
with adequate personnel and other facilities 
to carry on organized treatment. 

Because of the success of this meeting 
and the previous one in Chicago, it is be- 
lieved that, in the future, meetings each year 
at the time of the annual convention of the 
APA would be of great value in improving 
conditions in Court Clinics. 
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NATIONAL ASSOCIATION FOR THE EM- 
PLOYMENT OF THE HANDICAPPED.—This 
voluntary association was recently organized 
and incorporated with its office at 1026 17th 
St, N. W., Washington, D. C. It is taking 
. over the work that was done by the Re- 
training and Reemployment Administration, 
Department of Labor, in the last two years 
in promoting the employment of handi- 
capped people. The scope has been broad- 
ened to include mentally as well as physically 
handicapped persons. 


DEPARTMENT OF REHABILITATION AND 
PuysicaL MzpiCINE.—Àt the New York 
University College of Medicine, under the 
direction of Dr. Howard A. Rusk, a new 
. Department of Rehabilitation and Physical 
Medicine has been set up. It will train 
medical students in the so-called third phase 
of medical care: preparing the patient to go 
from bed to the job. Patients in Bellevue 
and other municipal hospitals will be the 
first to benefit from the new department, 
under an arrangement with the Department 
of Hospitals. 


VOCATIONAL REHABILITATION.—Under a 
grant from the Commonwealth Fund, plans 
have been worked out whereby the Division 
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of Rehabilitation of the National Committee 
for Mental Hygiene can carry on for at 
least a two-year period a project in the 
vocational rehabilitation of people whose 
mental or emotional problems have consti- 
tuted a vocational handicap. The Division 
will work in close cooperation with the 
Federal Bureau of Vocational Rehabilitation 
and also with the State Bureaus of Voca- 
tional Rehabilitation in Connecticut, Michi- 
gan, and New York. The project will be 
carried on in different types of communities: 
a large city, smaller urban centers, and 
rural areas. 


NEED For CHILD GUIDANCE CLINICS.— 
The recent znnual report of the National 
Committee for Mental Hygiene calls atten- 
tion to the following facts: There are 25 
states in which not even one child guidance 
psychiatric clinic is in existence; in the en- 
tire country there are less than 400 clinics. 
In the vear 1946, between 250,000 and 400,- 
ooo teen-agers passed through our juvenile 
courts, whereas only 50,000 boys and giris 
could get help from child guidance clinics. 
America really needs at least 1,400 full-time 
community clinics, but, although many com- 
munities have the funds to open such clinics, 
the lack of trained personnel is a serious 


deterrent. 
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THE PsvcHoLocv or Women, Volume 1, By Hel- 
ena Deuisch, M. D. (New York: Grune & 
Stratton, 1944.) 


The need for this book and the general apprecia- - 


tion of its value is indicated by the fact that it had 
gone into its fifth printing. at the time of the ap- 
pearance of its companion volume. It is the first 
book in which all the pertinent information about 
the normal psychic life of women and their normal 
conflicts have been brought together. For this 
reason alone it constitutes a great practical con- 
tribution to psychiatric literature. This volume 
comprises the final conclusions of 30 years of clini- 
: cal investigation into the problems of feminine psy- 
chology by the foremost worker in this particular 
field. 


The mate ial of this book is not restricted to the . 


personal observations of the author. It is enriched 
by data taken from reliable cases and life histories 
recorded by other physicians, routine hospital rec- 
ords, the files of various social agencies, and còn- 
tributions from creative literature. The author does 
n t analyse the determining importance of the- so- 
cial milieu and the biological factors in relation 
to the psychological manifestations, but throughout 
the book she emphasizes the individual emotional 
experiences and conflicts connected with them. 
This predominantly clinical point of view has par- 
ticular value for illustrating the development of 
the feminine psyche. 

Dr. Deutsch deals with three principal themes 
. which are intimately related to each other. The 
first of these is the exposition of the psychological 
life of woman starting with the young girl’s devel- 
opment into womanhood. The second is the analysis 
of the foundations of the feminine personality, and 
the third is a discussion of the nonfeminme as- 
pects of femininity. The last 3 chapters deal with 
this problem. 

Dr. Deutsch divides the psychological devel- 
opment of the girl into prepuberty, early puberty, 
puberty, and adolescence. She describes and dis- 
cusses in a wealth of detail the changes which are 
characteristic for each of these periods of develop- 
ment. In tkis way, the reader is presented with the 
various factors which contribute to the gradual 
evolution and establishment of.the 3 essential traits 
of femininity. They are narcissism, passivity, and 
masochism, and the author devotes a special chap- 
ter to each of these fundamental-traits. The author 
has wisely chosen to deal with the subject of moth- 
erhood, which she regards es the central problem 
of femininizy, in a companion volume. 

In the cpinion of this reviewer, both of these 
volumes are rapidly establishing themselves as 
standard text books for all who are seriously in- 
terested in obtaining adequate understanding of 
feminine psychology. 

Leo H. BARTEMEIER, M. D., 
—. Detroit. 


CLiN:1CAL Psycnorocy. By C. M. Louttit. (New 
York: Harper and Brothers, 1947.) 


This is the revised'edition of a widely used els- 
mentary textbook designed for the instruction xf 
students of clinical psychology. For the most part it 
deals with the adjustment problems of children and 
is not concerned with deviant behavior in adulcs. 
The author's broad conception of the scope of clin:- 
cal psychology is indicated by his statement that 
it “is not, and cannot be, limited only to psycholozy 
as its basic science. Rather the work of the clinical 
psychologist is intimately bound up with at least 
four major fields, viz., psychology, medicine, edu-. 
cation and sociology.” 

In accordance with this broad conception, a great 
variety of topics are surveyed including not only, 
emotional disturbances and school difficulties Ent 
also the behavioral consequences of neurological 


. disability, sensory defect, chronic disease, etc., w.th 


brief descriptions of the underlying fundamental 
condition. Because of this wide coverage, the treat- 
ment of most topics is necessarily somewhat sketchy. 
However, there are few inaccuracies and the salient 
features of each condition are well described. 
Within this framework of brief considerations, ~he 
occurrence in the body of the text of numeros 
references to and citations of the iiterature (“Smith 
says," “Jones found," "Brown demonstrated," etc.), | 
while undoubtedly useful to scme readers, maxes 
for a rather tedious style. 

The authors ideas about treatment tend to 
emphasize "direct" methods such as environmental 
manipulation and habit training, and only passiag 
attention is paid to analytically oriented expressive 
treatment. The suggested treatment of enuresis. in 
which restriction of liquids in the latter part of 
the day, awakening at specified times of the nig‘nt, 
and the use of "star" charts play the major ròle, 
may be cited as an illustration. 

The features of the work that will probably be 
of greatest interest and value to psychiatrists are 
the excellent chapters on psychometric methads 
and specific educational disabilities. The volume 
will continue to serve a very useful purpose as a 
source of elementary factual information concern- 
ing clinical problems. It will be somewhat less nse- 
ful, the reviewer feels, as a description of mocern 
conceptions of treatment. 

AnTHUR L. Benton, Pu. D., 
Louisville Mental Hygiene C nic, 
Louisville, Ky. 


THE WISCONSIN Prisoner, By John. Lewis Gillin. 
(Madison: University oz Wisconsin Press, 
1946.) A | 

This book reports a research carried out by the 
professor emeritus of sociology in the University 
of Wisconsin upon 486 prisoners in the Wisconsin | 

State Prison at Waupun. Tke types of prisoners 
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especially studied were the murderers, the sex 
offenders, and the property offenders. As controls, 
the noncriminal brothers of the criminals were 
used. 


In regard to the murderers, the following con- 


clusions were drawn from-the study. The potential 
murderer is one whose fundamental wishes have 
been frustrated at some period in his life. More 
than 30% of the murderers were drunk at the 
time of the crime or at least had been drinking. 
Almost 26% either were insane when they com- 
n itted the murder or became insane after incarcer- 
ation. About 6% were psychopathic. A larger 
proportion of the murders than of the sex offenders 
and property offenders came from a farm environ- 
ment. Of the murderers, 47.1% were born of for- 
eign parentage, as compared with 20.2% of the 
property offenders and 27.7% of the Wisconsin 
population. The lifers included a larger proportion 
of mental cases than did the other two clases, most 
of them being afflicted with dementia praecox and 
paranoid tendencies. Most murders are crimes of 
passion—-explosive reactions to a difficult situation. 

Sex offenders studied fell into 3 groups: homo- 
sexuals, cases of incest, and cases of rape. Conclu- 
sions drawn in regard to the first group are that 
"overt homosexuality is attributable to physical and 
mental traits which repelled women, to seduction 
early in life, or to economic circumstances which 
precluded Leterosexual relations, either lawful or 
illicit. Most of them had either lost status alto- 
gether or had failed to attain it in a law-abiding 
group. Almost all had demoralized associates, and 
many had deadened by excessive drinking whatever 
inhibitions they may once have had. All of them, 
whether o: low or high intelligence, have a history 
of emotional frustration, some of social example 
and incitement to perversion.” 

To one trought up in the tradition of British 
law, it is surprising to learn that sexual relations 
with a stepdaughter is considered incest in Wiscon- 
sin. This study reveals that 51% of those guilty 
of incest were mentally defective. The other sig- 
nificant factor in cases of incest was lack of emo- 
tional control. Sexual assauits on children were 
found to be zommitted usually by mentally unsound 
degenerates of the lowest order. 

Under the heading of property offenders, there 
were included cases of arson, larceny, breaking and 
entering, burglary, forgery, armed robbery, and em- 
bezzlement. More than 73% of the arsonists were 
mentally defective, and more than 48% were 
farmers. The motives of the arsonists were desire 
for revenge, hope of collecting insurance, and pyro- 
thania. The author remarks that the number of for- 
gers who commit the same crime again and again is 
striking. Toe bank robbers, embezzlers, and for- 
gers constitcted the intellectual aristocrats of the 
prison population. The average intelligence of the 
4mbezzlers was higher than that of any group in 
the prison. The author makes the comment that 
"in every community there are some business men 
who violate the strict standard of the statutes— 
Sutherland's so-called white-collar criminals.” 

In his final chapter the author summarizes his 
data in the following formulation: 

(1) Conditions that seem to create a hazard: 
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low income of the parents, inferior intelligence, in- 
sanity, drunkenness, and disharmony in the home. 

(2) Conditions hazardous unless offset by other 
influences: early termination of school, frustra- 
tions, feeling of inferiority, loss of self-esteem, and 
antisocial companions. 

(3) Commonest pz recipitating factors of crime: 
threats to economic security, to emotional security, 
and suggestion from unscrupulous associates. 

This is an extremely valuabie and interesting 
contribution to the study of crime and well repays 
a careful reading.. Throughout the book the author 
pays lip-service to Freudian nomenclature by mak- 
ing an altogether urnecessary use of such terms 
as mother fixation and CEdipus complex to denote 


the quite ordinary and usual affection of a son for | 


his mother. However, the author quotes Havelock 
Ellis as contending that only by the very greatest 
accommodation of language can this emotional at- 
traction to the mother be said to be of a sexual 
nature. 
C. M. CRAWFORD, M. D, 
Psychiatrist, Kingston Penitentiary, 
Kingston, Ontario. 


NURSE-EATIENT RELATIONSHIPS IN PSYCHIATRY. 
By Helena Willis Render, R. N. (New York: 
McGraw-Hill Book Company, Inc, 1947.) 


“Nurse-patient Relationships in Psychiatry” an- 
swers a great need, long felt in the field of psychi- 
atric nursing, for a text which would stress the im- 
portance of this aspect of the work. The princi- 
ples underlying, and essential to, a knowledge of 
the subject are discussed fully in a straightforward 
and practical manner. 

The book coes not deal with clinical psychiatry 
nor nursing skills in the main but considers these 
subjects as they touch the primary.nursing proce- 
dure, the management of the patient in action. The 
approach to the patient as a sick individual is cov- 
ered completely in carefully developed discussion 
which w:ll appeal to the student and gives to the 
instructor an excellent teaching outline. Diagnosis 
is not considered essential to good psychiatric nurs- 
ing, and this comes as a boon to the teacher 
who must strive constantly to keep her classes 
free of technical discussions and devoted to. the 
nursing care of the sick individual. AC 

A full chapter is given over to a discussion of 
art, music, and literature in the life of the nurse 
and the patient. This is a new departure in the 
texts of psychiatric nursing and one which will 
have a valuable place. The usual glossary of terms 
is included but is developed to follow the “Outline 
of Observation d Behaviour" given earlier in the 
book. : 

This book is a very successful attempt to place 
before the student a practical aide to the improve- 
ment of nursing care and to the understanding of 
human relations. It has breadth and vision and 
should not grow old as techniques change but will 
remain basic. It will be a valuable addition to the 
library of every school of nursing. 

ErrizABETH Breac, Reg. N, 
Toronto Psychiatric Hospital. 
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INTRODUCTORY REMARKS 
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On behalf of the Board of Directors of The 
Psychiatric Foundation, I take this occasion 
to express our thanks to the Council and to 
the Committee on Program for this oppor- 
tunity to make the first public presentation 
of the aims and purposes of the Foundation. 
Those who are directing the work of your 
Foundation are also most appreciative of the 
generous support which you have provided 
through your individual contributions. With 
your kind permission I will try to draw a 
thumb-nail sketch of the history of the 
Foundation. ! 

At a special meeting of the Council of The 
American Psychiatric Association in Febru- 
ary, 1945, the first outlines of the Foundation 
were suggested by the Executive Assistant, 
Mr. Austin M. Davies. At that time, Coun- 
cil was discussing the recommendations of 
the Committee on Reorganization, under the 
chairmanship of Dr. Karl Menninger. Dr. 
Menninger and his committee had empha- 
sized the need for the expansion of the pro- 
gram of.the Association, particularly in the 
fields of research and of improvement in the 
standards of mental hospitals. 


In his report, Mr. Davies expressed his . 


belief that these plans would require large 
sums of money and that in order to obtain 
them, we should, establish a program not 
primarily intended "as a development within 
the Association, but rather without the Asso- 
ciation.” He outlined the general principles 
of a non-profit foundation, indicating his be- 
lief that its value might be comparable to 
similar organizations, such as the American 
Cancer Society and the National Foundation 
for Infantile Paralysis. He suggested that 
Dr. Karl Bcwman, the then President of the 
Association, appoint a committee to study 
the problem. 


1 This address and the 3 following were pre- 
sented as a symposium at the 103d annual meeting 
of The Ame-ican Psychiatric Association, New 
York, N. Y., May 19-23, 1947. 


At the next regular meeting of the Coun- 
cil in December, 1945, Mr. Davies presented 
a second and a more factual report concern- 
ing how the Foundation might be formed 
and some of the aims it might accomplish. 
After much discussion of the report, “it was 
voted on motion of Dr. Ruggles, seconded by 
Dr. Hamilton, to authorize the filing of a 
certificate of incorporation for the Founda- 
tion, the appointment by the President of the 
Committee on Planning and one on Statisti- 
cal Information relative to the Foundation, 
and the underwriting of the Foundation by 
the Association up to $2,000." This motion 
was duly passed and the following committee 
was appointed which, in cooperation with 
Mr. Davies, was to carry ott the motion oz 
Council: Dr. Edward A. Strecker, Chair- 
man, and Doctors Harry C. Solomon, Greg- 
ory Zilboorg, M. A. Tarumianz, Winfred 
Overholser, and C. C. Burlingame. 

A legal firm was engaged and the prelimi- 
nary drafts of the constitution and by-laws 
were made. The by-laws were discussed 
with Dr. George Stevenson, of the Nationai 
Committee for Mental Hygiene. 

On March 9, 1946, the first draft of in- 
corporation was submitted at a meeting of 
the Committee on Planning for the Founda- 
tion. The proposed articles of incorporation 
were studied in detail and it was agreed tc 
name the organization The Psychiatric Foun- 
dation, and to set the maximum number of 
directors at 75. In response to an invitation 
from the Josiah Macy, Jr. Foundation, 
through the kindness of Dr. Frank Fremont- 
Smith, an informal discussion was held with 
representatives of the National Committee 


for Mental Hygiene. 


During the annual meeting of the Asso- 
ciation in 1946 the Foundation was referred 


. to by Dr. Karl Bowman in his Presidential 


Address. He poihted out the need for psy- 
chiatry to be more bold and to plan both in 


program and in raising funds and to extend 
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its activities. He indicated that this could 
best be done through the medium of the 
Foundation. 

At a meeting on June 13, 1946, an election 
of directors was accomplished by elevating 
the members of the Planning Committee to 
the Board of Directors. It was decided that 
the Directors should serve for terms of one, 
two, and three years. It was also decided 
that the majority of the Board of Directors 
should be laymen, industrialists and busi- 
nessmen, with possibly 25 percent medical 
men. . 

The next action taken was the formation 
of the Medical Advisory Board. According 
to the by-laws, the majority of the Medical 
Advisory Board must be physicians duly 
certified by the American Board of Psy- 
‘chiatry and Neurology. Thereupon, the fol- 
lowing persons were nominated and elected 
as members of the Medical Advisory Board: 
Doctors Karl M. Bowman, Frederick W. 
Parsons, Zdward A. Strecker, Arthur H. 
Ruggles, Winfred Overholser, Harry C. 
Solomon, Gregory Zilboorg, C. C. Burlin- 
game, M, A. Tarumianz, Leo H. Bartemeier. 

At this meeting approval was given for the 
President of the Foundation to send a letter 
to all the members of The American Psy- 
chiatric Association, explaining the aims and 
purposes and asking for donations. This let- 
ter was sent out with gratifying results. 
Shortly thereafter, the American Neurologi- 
cal Association also sponsored The Psychi- 


atric Four.dation and granted permission for: 


the same letter to be sent to their members. 
As a restlt of this appeal, there has been 
received z total of $12,243.72 from I,OII 
psychiatrists and neurologists, as of March 
31, 1947. 

The next meeting of thé Board of Direc- 
tors was held on January 4, 1947. Dr. Israel 
Wechsler was elected to the Medical Ad- 
visory Board of the Foundation and the fol- 
lowing were elected to membership on the 
Board of Directors: Mr. Pierre S. duPont 
III, of Wilmington, Delaware, Mrs. Louis 
S. Gimbel, Jr., of New York City, and Dr. 
H. W. Elley, of Wilmington, Delaware. The 
Board approved the sending of another letter 
to the members, requesting names of lay 
people in their communities, known to be 
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interested in psychiatry. The results of this 
letter were excellent in that the Foundation 
now has over 3,000 names. 

Perhaps the most significant and outstand- 
ing action taken at this meeting on January 
4 was the approval of the request of the 
Council of The American Psychiatric Asso- 
ciation for a grant of $10,000 for a prelimi- 
nary study of the problem of rating and in- 
spectior of mental hospitals. In spite of the 
limited funcs of the Foundation, the Direc- 
tors felt that this project was so urgent and 
necessary to the field of psychiatry that the 
money was duly allocated. We are glad to 
report that througa the generosity of two 
lay people, the Foundation has the $10,000 
on hand for this purpose, and the study is 
proceeding under Dr. Tarumianz, Chairman 
of the Committee on Standards and Policies. 
The Council also made application to the 
Foundation for a grant of $70,000 a year for 
the next three years to carry out the pro- 
gram for rating and inspection of mental 
hospitals. The Board of Directors approved 
this apolication in principle and expressed 
the hope that the Foundation can raise sufh- 
cient money to finance this worthy project. 

At tke last meeting of the Board of Direc- 
tors of the Foundation on April 8, it was 
decided that only a limited budget should be 
allowed for the office and that paid personnel 
should be secured as money and conditions 
permit. It was also decided that the program 


-of the Foundation at this stage should be 


limited to education and fund raising and the 
carrying out of the promise to The American 
Psychiztric Association of the funds for the 
rating end inspection of mental hospitals. 

On May 16, the Josiah Macy, Jr. Founda- 
tion, represented by Dr. Frank Fremont- 
Smith, arranged for a meeting of representa- 
tives of the National Committee for Mental 
Hygiene, the National Mental Health Foun- 
dation, The Menninger Foundation and The 
Psychiatric Foundation. Three representa- 
tives of The Psychiatric Foundation attended 
this meeting. A second meeting of the 
Foundations has been scheduled and it is 
anticipated that in the future foundations for 
mental health will work together to prevent 
overlapping of effort, confusion and conflict. 
It was the consensus of opinion that the 
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Foundations should create a separate instru- 
ment in the nature of a Federation for the 
purpose of collecting funds. Each founda- 
tion will retain its identity but all will pool 
their efforts. It is also the purpose of these 
meetings to exchange ideas, to keep each 
other informed regarding our activities and 
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our plans in a spirit of wholesome collabora- 
tion. 

It is our belief that the Foundation is the 
financial backbone of our Association, and 
we hope that many projects can eventua ly: 
be implemented by it without the necessity 
for turning to other sources for assistance. 


THE FOUNDATION AND THE AMERICAN PSYCHIATRIC 
- ASSOCIATION: 


ARTHUR H. RUGGLES, M.D., Provinencz, R. I. 


Almost from time immemorial, man’s aim 
— for man kas been the sound mind and the 
sound body. Over the generations, vast sums 
of money have been spent in acquiring the 
sound body, and much has been accomplished 
in this direction, and the story of the quest 
for physical health is written throughout the 
history of the world. Pitifully small amounts 
of money have been spent in developing and 
preserving the sound mind, and what a 
.pathetic picture we witness when we see 
mankind sound in body, but with mind so 
enfeebled and so useless, that the individual 
has to be cared for over long periods of years 
at the great expense of money and man- 
power, in zhe form of doctors and nurses and 
many other employees of mental hospitals. 
For over one hundred years, from the days 
when thirteen noble mental hospital superin- 
tendents formed an association called Asso- 
ciation of Medical Superintendents of Ameri- 
can Institutions for the Insane, and on 
through the period when it was called the 
American Medico-Psychological Association, 
up to and through the period when it has 
‘been known as The American Psychiatric 


Association, marty able and devoted psychia- 


trists, barded together in an organization 
which now numbers well over four thousand 
members, labored for the better care and 
earlier recognition of mental disease. But the 
results, compared with the magnitude of the 
problem, have been pitifully small. Psychia- 
trists gathered at an annual meeting, pre- 
sented papers regarding their work, sugges- 
tions concerning the meeting of new prob- 
lems, and the plans for new hospitals and 
better psychiatric education. But again let 
me repeat. that in comparison with the vast 
numbers cf sick minds involved, the progress 
was necessarily slow, halting and, from the 
broad point of view, ineffective. For far too 
great an extent we are still waiting until the 
horse is stolen before we lock the barn. 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y, 
May 19-23, 1947. 
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Psychiatry was, for too many years, 
known as the "Cinderella of Medicine," and 
had great difficulty in forwarding its place 
as an integral and essential part of the medi- 
cal picture. It is only within fifty years that 
we have learned the cause and the treatment 
of one mental disease, general paresis; and 
it is only for a shorter period of time that 
methods of discovering what was going or 
within the cranial cavity have been devisec 
and utilized. The American Psychiatric As- 
sociation Journal contains the evidence ol 
many earnest and independent efforts, not 
only to improve the care of the mentally ill, 
but to further differentiate the various dis- 
orders and gradually to think in terms ol 
understanding the underlying dynamics ol 
mental disease. 

Years of study by many able committees 
have gathered much scientific material anó 
presented much of it over the years, but be- 
cause of lack of funds, we have not been 
able to put into action many of these valuable 
findings. We must have active implementa- 
tion of committee recommendations, and thi: 
can only be done by central organization witt 
money available. 

Members of our Association acting as psy: 
chiatrists in World War I began to poin 
out that some mental. illness could be pre 
vented, and that otners, by early recognitior 
and active treatment, could be promptly re 
lieved, but still we were making a pitifully 
small contribution coward the great problen 
of the neuroses and psychoses. Up to 1932 
the development of The American Psychi 
atric Association was in the hands of a presi- 
dent, secretary, a council and various com 
mittees; with the mechanics of the work o 
the offizers and committees carried on par 
time in the personal office of the secretary o 
the Association, Because of limited finances 
the committees seldom met more than once : 
year; the Council, twice a year. All of the 
officers and committee members were harc 
working psychiatrists, with the problem oj 
earning their dailv bread constantly upor 
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them. They worked overtime, especially the, 


secretaries, in order to prepare for the meet- 
ings, arrange for committee reports, and for 
the publication of the JougNAr. In October 
1932, the Association appointed an executive 
secretary (Mr. Austin M. Davies). At that 
time, the iofal membership was approxi- 
mately 1400, and the total tunds in hand just 
over $26,0co, a noble amount to have saved 
out of small income, but much of it had been 
saved at the expense of not having more 
active committee work and not develcping 
our Association to a position of strong ag- 
gressive leadership on a nation-wide basis. 

In the succeeding fifteen years, our organi- 
zation has more than trebled in size. Our 
treasury balance now remains only a little 
more than $42,000. During that period, 
added expenditures have been made for more 
frequent committee meetings and for main- 
taining a central office with a permanent 
staff, but still we were not doing much 
toward strong national action, comparable to 
many of the national health associations that 
we have seen forging ahead in their develop- 
ment and in their preventive work. 

As I look back upon many of the great 
figures in our Association, I sometimes 
wonder that so relatively few psychiatrists 
with so woefully inadequate amount of time 
that they could give to the work of the Asso- 


ciation, and almost no money, accomplished - 


as much as they did. While industry, trans- 
portation and communications have, in the 
past fifteen years, been streamlined, we have 
plodded valiantly along, almost literally, in 
the “one horse shay” of the famous Dr. 
Oliver Wendell Holmes’ dzys. 

I think I can talk freely because I was 
one of those who, as secretary for four years, 
and as president for one term, had a good 
deal of the driving to do, ard if I am making 
unjust criticisms, they are aimed at myself 
as strongly as anyone. As I look back upon 
my own days of official service, I am again 
amazed that I was able to steal as many 


hours, after long, hard days in my own pro- 


fessional assignment, to keep the affairs of 
the Association going as well as they did. 
We have grown larger and potentially 
strong, but the time has come and, in my 
opinion, is now much overdue, for strength- 
ening our sinews of war and placing much 
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of the responsibility for forwarding our 
cause upon paid, fulltime professional lead- 
ers. In general, physicians are noted as being 
poor business men. We must, I believe, join 
forces with many enlightened citizens from 
all walks and callings to develop a strong 
foundation, richly endowed, wisely planned 
and scientifically directed. This brings us 
directly to the consideration of the Psychi- 
atric Foundation. 

I think every member of The American 
Psychiatric Association can agree that there 
is a vast amount of educational, preventive 
and therapeutic work ahead, which cannot 
possibly be met without the assistance of 
more fulltime, skilled, paid workers. I be- 
lieve, also, that we can agree that the direc-. 
tion of this work should be in the hands of 
experienced, specially trained psychiatrists. 
That group, of course, is to be found in our 
Association. If we were to attempt to meet 
the future needs in the field of nervous and 
mental disease with our own extremely lim- 
ited funds, even if our dollars were doubled 
or trebled, it would still be totally inade- 
quate. Therefore, it seems to me the answer 
is a Psychiatric.Foundation, inaugurated by 
the members of our Association and con- 
trolled by a Board of Trustees, on which sci- 
entific leadership will have a strong repre- 
sentation. A number of national health 
foundations, for example, American Cancer 
Society, National Foundation for Infantile 
Paralysis, Inc., and many others, have al- 
ready raised millions of dollars and are in 
the process of raising millions more. Psy- 
chiatry must do the same. Twenty million 
dollars would be a most modest amount for 
meeting the needs already at hand. The 
Committee on Psychiatric Standards and 
Policies, which is the body to arrange inspec- 
tion and rating of all mental hospitals, an 
action already approved by the Council of 
our Association, needs seventy thousand dol- . 
lars a year for the next three years. A mini- 
mum budget has been established for operat- 
ing expenses of a Psychiatric Foundation, 
which means the raising, shall we say, of 
twenty million dollars, as well as the carrying 
out of various divisional activities, which 
would be approximately one hundred thou- 
sand dollars annually. A minimum of fifty 
thousand dollars should be expended in pub- 
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hc education. For ari over-all plan for psy- 
chiatric education, Dr. Franklin G. Ebaugh, 
Chairman of the Committee on Medical Edu- 
cation, has estimated the need of two million 
dollars fo- the development and improve- 
ment of educational facilities. The Founda- 
tion could well spend a million dollars every 
year if adequate personnel could be obtained, 
and we know that in the near future it must 
be obtained if our work is to go forward on 
a broad scientific and humanitarian. basis. 
When we come to the matter of research, 
the need tor research funds is limitless. The 
Foundation as a Foundation, as I see it, 
would not itself do research work, but would 
be prepared to evaluate and subsidize re- 
. search being done by members of our Asso- 
ciation in clinics and in mental hospitals, both 
public and private, as well as giving grants 
to other groups and organizations, not en- 
tirely within the framework of our Associa- 


.. tion, but working on closely related disci- 


plines in the fields of out-patient clinics, psy- 
chiatric social work, psychiatric nursing, the 
psychiatric implication of minority groups, 
and national problems of both peace and war. 
It may be said that the Government, tinder 
the National Mental Health Act, is prepared 
to cover all these fields and all this work. 
I don't believe any of us would want to see 
this total scientific advancement entirely con- 
trolled bv State or Federal funds. We must 
always have strong, independent, privately 
financed organizations to initiate, to set 
standards, to give critical analysis, and to be 
above anc beyond the problems of frequently 
changing political domination. 

In conclusion, The American Psychiatric 
Association has a long record of leadership. 
It is coriposed of the strongest scientific 
leaders ir. our profession. It is, today, seri- 
ously handicapped by the lack of adequate 
funds to forward its work on a national scale, 
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commensurate with the needs at hand, and 
the skis that are available if funds are ade- 
quate. The APA alone cannot hope to have 
in its own treasury, adequate funds obtained 
througk its membership, even if dues are 
trebled, for carrying out the work now cry- 
ing for our leadership. If we are not ready 
to forward such plans, then some other social 
group or groups will, I feel sure, take over 
such plans with tbe best of intentions, but 
still without the training, the experience, and 
the organizational framework to do this 
highly specialized, scientific effort. We must 
have objectivity; we must have a strict ad- 
herence to scientific factual data. In the ex- 
penditure oz the large sums of money in the 
field of psychiatry, we must at all times have 
the work projected and the grants requested 
studied on the basis of known needs anc 
known skills. 

The Committee for Research in Dementiz 
Pracox, with funds allocated by the Scottisk 
Rite Masons of the Northern Jurisdiction 
has been a gcod example in our own field o 
what can ke done by wisely directed smal. 
sums of money, subsidizing the effort of indi- 
viduals and groups toward a research intc 
one of our major mental health problems 
With a Psychiatric Foundation, with twenty 
or thirty million dollars available for it: 
work, great scientific achievements can be 


- produced, human suffering alleviated, anc 


the present burden of a hundred thousanc 
new patients admitted to our mental hos 
pitals each year be greatly reduced. 

The chailenge is before us. The way t 
meet this challenge seems to me obvious 
The orly question is—is our Association pre 
pared to endorse and direct such efforts, o 
shall it pass into the hands of those les 
qualified than we are to direct and to develoy 
this great scientific and humanitarian worl 
in the field of psychiatry. 
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The distinguished gentlemen who have: 


. preceded me outlined the broad aims and 
purposes of The Psychiatric Foundation. It 
is not my purpose as a layman in the com- 
pany of medical experts to attempt to elab- 
orate upon that which is within their prov- 
ince. . However, as a businessman, I am con- 
cerned with what seems to me to be the most 
important aspect of the program, the educa- 
tion of the public. 

Just what situation do we face today? On 
one hand, we have, according to available 
statistics, some half million patients in mental 


hospitals and an estimated 6 million psycho-' 


neurotics. On the other hand, to meet their 
needs, what do we have? Inadequate facili- 
ties and personnel. One would think that the 
only explanation of such a discrepancy would 
lie in the fact that people didn’t know about 
the conditions. Yet the deplorable conditions 
in state mental hospitals and the desperate 
need for psychiatric facilities and personnel 
have been publicized and dramatized. In 
some parts of the country local efforts are 
being made to improve conditions. But iso- 
lated efforts cannot remedy what is fast 
becoming a national disgrace. The earnest 
individuals who are working valiantly in the 
field of psychiatry need help, and they need 
it on a naticnal scale. 

To get this help, there is, first and fore- 
most, a need for educating the people to 


consider mental illness as a medical problem. . 


How many laymen think of a mental patient 
as a sick person in need of medical care and 
treatment at the hands of medically quali- 
fied personnel? Not many. For too many 
decades, in the minds of too many people, 
mental illness, with its dramatic departures 
from the normal, has been unrelated to the 
field of medicine and its miraculous power to 
help the sick. Only a few years ago, medicine 
itself regarded psychiatrists as alienists ! 
The people know that medicine can help 
the diphtheria patient and would not deny 
him that help. There must be instilled in the 
public mind a similar understanding that 


medicine can alleviate the illness of the men- 
tal patient. The people know that medical 
research has resulted in an efficacious treat- 
ment for diphtheria. There must be instilled 
in the public mind a similar attitude toward 
the scientific medical basis of psychiatry and 
its treatment of mental illness. 

The American conscience would not tol- 
erate sloughing off the care of patients with 
diphtheria, pneumonia, or tuberculosis onto 
unskilled attendants in overcrowded, ram- ` 
shackle hospitals. But how many laymen 
think of a mental institution as a hospital? 
How many think of a mental institution as 
a medical institution housing patients with 
medical needs and a reasonable chance for 
recovery providing those needs are not 
neglected? When the mental institution as- 
sumes the proportions of a hospital in the 
public mind, the American people will not 
rest until their mental institutions measure 
up in every way to their conception of a 
hospital. 

Therefore, it becomes our aim and our 
responsibility to furnish factual information 
which will provide the American public with 
a proper perspective. It is our task to enable 
the people to understand both the import of 
mental diseases and the great medical oppor- 
tunities if we have the intelligence, courage, 
and organization to grapple at long last with 
mental diseases as a public health problem. 

This education of the public must forsake 
everything foreign to scientific fact. It mus: ' 
dwell on early diagnosis and scientific medi- 
cal treatment. It must dwell on the need for 
modern, up-to-date equipment, trained per- 
sonnel, scientific research into the causes and 
treatment of mental illness, until the public 
state of mind demands psychiatric care that 
is on a par with other types of medical care 
in this country. Such a state of mind can- 
not be accomplished overnight, nor can it be 
accomplished by the Lilliputian, albeit well- 
meaning, efforts of a few scattered indi- 
viduals. 

I think we can learn a valuable lesson in 
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methodolagy by comparing our problem with 
the problems in other branches of medicine. 

In order that I might accurately evaluate 
what education means in various medical 
fields, I have contacted the American Cancer 
Society azd the National Foundation for In- 
fantile Paralysis. I should like to read to you 
excerpts from a letter from the American 


Cancer Society in answer to the questions we 


asked them. 


Question.—Do you feel that the money spent for 
public education fulfills its purpose in informing the 
public of ycur aims and purposes? 

Answer—We do feel that funds expended for 
education are definitely worth while. The repeated 
studies of ihe delay factor in the recognition of 
~, the disease, both by the patient and the physician, 
show on analysis that lack of knowledge of the 
early symptomology of the disease plus fear on the 
part of the patient account for a. considerable per- 
centage oi the total delay. 

Question.—Do you believe that it generates inter- 
est in seeking early diagncsis and treatment? Can 
you quote any statistics concerning an increase in 
the number who seek early diagnosis and treat- 
ment? 

Answer—I would say that a recent study on 
delay made by Dr. Robbins and his associates at 
the Memorial Hospital in New York City on a 
plan similar to that made by Pack and Gallo 10 
years ago shows that there is a definite improve- 
ment in the delay factor on the part of the layman. 

Question.—What part does an educational pro- 
gram play in the prevention of disease? Have you 
any facts io indicate to what extent preventive 
medicine in your field is successful? 

Answer—The detection centers which have re- 
ported thus far demonstrate uniformly that ap- 
proximately 1.596 of apparently well persons com- 
ing to the detection centers are found to harbor 
unsuspected cancer. As a corollary of this, nearly 
30% of the patients thought to be apparently well 
were found to have other conditions which required 
attention cf the medical profession. 


Reports from the. Infantile Paralysis 
Foundation show that popular response to 
the campzigns conducted by that Foundation 
provided not only $17,000,000, but of even 
greater importance were the benefits result- 
ing from an educated public acting promptly 
on any suspicious signs of paralysis. I quote 
from their letter answering our questions: 


Since the National Foundation for Infantile Pa- 
ralysis was established in 1938, there is mounting 
evidence that the public :s better informed about 
the disease, and that communities are better pre- 
pared for epidemics. 

Field study of the epidemiology of the disease 
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has not vet developed figures on the increase in the 
number who seek early diagnosis and treatment. 
Nevertheless, health authorities are inclined to at- 
tribute the apparent increase of infantile paralysis 
in this country in part to better reporting of cases, 
and hence better recognition of symptoms by the 
medical profession and the public. ` l 


Another illuminating comparison lies in 
the consideration of tuberculosis. Even 
within the past generation, tuberculous pa- 
tients were victims of public prejudice. Tu- 
berculosis was a skeleton in the family closet, 
something to be hidden instead of treated. 
But that disease was brought out into the 
open, and today it would be ridiculous to 
conceal it or to entertain prejudice against it. 

In ail these battles with stigmatism and 
shame, the emphasis of the benefits resulting 
from early diagnosis and treatment has 


played an important part. Prejudice and fear 


are hard things to fight. Other branches of 
medicine have shown that they can be over- 
come but it took laymen to vitalize the cancer 
and infantile paralysis movements. It took 
laymen to bring tuberculosis under control. 
And it will take lay leaders to present the 


problem of mental illness to the people in an 


organized, sustained way that will stimulate. 
them to action. 

The type of education that psychiatry now 
needs is a presentation to the public in plain, 
simple facts, of the principles of mental health 
and the function of psychiatry. How shall 
this be done? ' 

Your Foundation proposes the establish- 
ment of state committees of interested lay 
people, who will form a volunteer field army 
to carry out the program of education and, 
eventually, fund-raising. This presents a 
problem of organization, and we need the 
cooperation of the medical profession in 
every state. We are especially relying on 
the members of The American Psychiatric 
Association. You can help enormously in 
the formation of state committees comprised 
of prominent lay people who will collaborate 
with psychiatrists and other medical men. 

There are three immediate functions which 
such a state committee can carry out. The 
first is the indoctrination of the committee 
itself with the program of the Foundation, 
which is at present limited to 3 objectives: 
(a) public education, (b) a grant to The 
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American Psychiatric Association for the 
inspection and rating of all mental hospitals, 
and (c) fund-raising for the over-all pro- 
gram. 

For the first objective, public education, 
$50,000 has been appropriated for immediate 
use for pamphlets and other publications, for 
. speakers who will talk to local groups, for 
local radio programs about psychiatry. 

The grant to The American Psychiatric 
Association for the rating and inspection of 
all mental hospitals calls for $70,000 a year 
for the next 3 years. After careful study 
and on the assumption that the only way to 
improve a product is to inspect it closely and 
bring its shortcomings to the attention of 
those who have authority to facilitate im- 
provements, the Committee on Standards 
and Policies of The American Psychiatric 
Association believes that this effort should do 
more to improve the present deplorable con- 
ditions in our mental hospitals than any other 
single step that could now be taken. Our 
mental hospitals are the product of public 
funds, and every individual in this country 
has a right to know whether our mental hos- 
pitals meet the standards which will be set 
by an impartial scientific body, The Ameri- 
can Psychiatric Association. The public and 
the legislatures are entitled to know what is 
wrong with our mental institutions and what 
measures may be taken to correct inade- 
quacies. The stockholders in any corporation 
expect a tangible report on the entire busi- 
ness, including an auditing of the finances. 
The people in this càse are the stockholders 
and have a right to an organized inspection 
and evaluation in order that they may be 
acquainted with the true facts. 

I have discussed the program of hospital 
rating and inspection in detail because I want 
to make qui:e clear the relationship between 
the inspection and rating project and the 
program of public education. They are mu- 
tually dependent. The rating and inspection 
cannot accomplish anything unless an in- 
formed and interested public supports legis- 
lation that will correct the evils exposed. 
On the other hand, you can't educate people 
without a subject that will interest them, and 
surely the improvement of mental hospitals 
is very appealing. 

The second function of the state commit- 
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tees will be the organization of local branches 
in every community throughout each state. 
When this has been done, there will have 
been established a smoothly running chan- 
nel for carrying publicity and education ma- 
terials from the parent foundation, through 
the state committees, and to the. local 
branches where it can be distributed on the 
broadest possible basis. 

The third function of the state and com- 
munity committees will be participation in 
a national campaign of fund raising. We 
must not assume that we cau immediately 
go out on a national campaign. We must 
first explore on a limited basis to find the 
proper techniques, just as you would use a 
research or laboratory method in industry. 

. We do know that when we are ready for 
a national campaign, it will cost considerable 
money. We must have a competent organi- 
zation in the office, a nation-wide army o 
volunteer workers who will carry the na- 
tional program to the local community, and 
a minimum of 2 or 3 hundred thousand 
dollars. .When we have those things, we 
shall feel prepared to undertake a drive com- 
parable to the national campaigns now con- 
ducted by infantile paralysis and cancer. 

This program is a big one, but we must 
not be afraid to tackle it if we are going to 
overcome the present stigma associated with 
mental illnesses and if we are to render the. 
humane service that is expected of us. 

To describe the American people as phleg- 
matic would be to insult their initiative and 
vigor, which have made them leaders in a 
world that was ancient before their country 
was born. To describe them as apathetic 
would be to forget their spontareous, un- 
selfish response to human needs and suffer- 
ing whenever and wherever disaster strikes. 
If they haven’t responded to the needs of 
psychiatry, they haven’t yet been approached 
in the proper way. 

How many of our citizens are aware of 
the tremendous toll taken by mental and 
emotional illness so that it now constitutes 
our greatest health problem in America? 
How much have we done in a hundred years 
to make people understand that mental ill- 
nesses are no different from physical ill- 
nesses? How many people in this country 
know the number of patients who recover 
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from mental illnesses? I sincerely believe 
that if our efforts are properly directed and 
if our facts are told plainly, with no at- 
tempt to oversell, then we shall be happily 
surprised by the number of people we shall 
find who are interested and willing to be 
friends of psychiatry. 
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The cooperative effort of lay and medical 
leaders, undertaken now through the pro- 
gram of your Foundation, furnishes an im- 
mediate opportunity for rare service, whose 
implications can have lasting meaning bott 
for the people of our country and for those 
of other lands. 


THE ROLE OF PSYCHIATRY IN THE WORLD TODAY 
WILLIAM C. MENNINGER, M.D., Topeka, Kan, 


To formulate the róle of psychiatry in the 
world today is a challenging task and a 
formidable one. In attempting to do so, one 
is handicapped by the limitations of his own 
experience—his experience in psychiatry and 
his experience in the world. It becomes a 
matter of a personal point of view as to the 
role psychiatry could or should play. Not 
only does such a formulation suffer through 
limitation of individual experience but it will 
be colored: by one’s optimism or pessimism, 
by one’s confidence or lack of faith in psy- 
chiatry as well as in the topsy-turvy world 
of today. 

For one who has great faith in the poten- 
tial contributions of psychiatry, this assigned 
title tends to stimulate expansive phantasies. 
Perhaps we should limit our discussion to 
the western world, and even there the influ- 
ence of or the knowledge about psychiatry is 
ultra-microscopic. Certainly few, if any of 
us, have enough information even to make 
assumptions about the rôle of psychiatry in 
much of the world. We must recognize that 
great geographical areas containing millions 
of people have never heard of psychiatry. 
We should be humble when we consider that 
among the 400,000,000 people of China, 
there are orobably not ro physicians with 
any training in our specialty. The ratio for 
the continent of Africa is probably even less. 
But in these days of internationalism, when 
our country has finally accepted some types 
of responsibility for other parts of the globe, 
should not we in psychiatry be alert to the 
international trend? 

My own conception of the role of psychi- 
 atry even in our immediate world, this North 
American continent, includes an immense 
program. Merely to attempt to define it is 
- disquieting because of the responsibility it 
implies for each one of us. My impression 
is that many psychiatrists may be disturbed 
by a consideration of our potential responsi- 
bilities in those broad areas that are less 
well known or unfamiliar to us. There are 
very few, if. any, of us who are not already 
heavily taxed. Any additional burden is a 


threat to our personal equilibrium, the more 
so if that burden requires change or innova- 
tions. For many of us, it is more comfortable 
to remain in our secluded cloisters or our 
ivory towers where we can continue treat- 
ing some of the increasing number of patients 
who are coming to us. But a comparison of 
the present role with the potential róle cf 
psychiatry should call for reconsideration of 
our priorities for the investment of our very 
limited manpower. 

Psychiatry is a medical science but of 
necessity it is also a social science. The psy- 
chiatrist more than the physician in any 
other of the medical disciplines must con- 
cern himself with the social situation of his 
patients. In no other specialty is there the 
routine necessity of considering the environ- 
mental background and the modification of 
that environment and the personal relation- 
ships involved. Of necessity then the psy- 
chiatrist must be concerned with our social 
units—the family, the community, the state. 
In the ordinary practice of civilian psychia- 
try the average specialist rarely becomes 
involved personally in this direction. He 
may make recommendations to a patient or 
to his family for certain changes. Occasion- 
ally, through the aid of a psychiatric social 
worker, he may be instrumental in making 
environmental changes. There have been 


excursions by a few of our number imo the 


social fields of criminology, penology and 
industry. On the other hand, by necessity 
and without choice, psychiatry in the army 
had to function literally in the field rather 
than being limited merely to treatment in the 
hospital or office. The situation demanded 
our services in selection, classification and 
assignment, concern for morale, preventive 
measures, correctional institutions, and crim- 
inology, as well as in treatment. 

As a background in formulating the róle 
of psychiatry today it may be helpful to face 
frankly our position in 1941 when we were 
catapulted into the world crisis. Despite our 
lessons in World War I and the great in- 
crease in our fund of knowledge in the fol- 
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. lowing 25 years, we were as unprepared at 
the beginning of World War II as we had 
been in 1977. Psychiatry was far from being 
generally accepted by those in military au- 
thority or even by many of our own medical 
confréres. Not only did we lack standing 
but we lacked plans. We suffered along with 
all of medicine in having no voice in high 
councils. We were lacking in medical states- 
‘manship. Three years ago Alan Gregg told 
us kindly, but bluntly, that we lacked an 
organized Iront and that our inarticulateness 
was essentially self-destructive. These facts 
were painfully apparent to some of us during 
our experience in the war. | 

Further, we lacked tested knowledge— 
knowledge about selection methods, about 
placement, about treatment and, above all, 
about prevention. Many of our number 
did not even know the functions or the poten- 
tial contributions of our co-workers, the psy- 
chiatric social worker and the clinical psy- 
chologist. Finally, psychiatry was sorely 
lacking in acceptance and understanding by 
the public. Through much of the war we 
fought ignorance, prejudice and misconcep- 
tion on every side. 

We gained attention’ from the military 
command in part, and perhaps in large part, 
because of excessive loss of manpower from 
the armed forces on account of personality 
difficulties. Nearly 2,000,000 men were re- 
jected for psychiatric disorders at the draft 
level and cver 500,000 men were discharged 
from the army alone for personality disor- 
ders. With the navy discharges, this figure 


was considerably over 600,000. We were. 


called upon to explain this loss and to take 
prompt measures to reduce it. Through 
necessity again we were obligated much fur- 
ther than the traditional róle of the psychia- 
trist in diagnosis and treatment of the sick 
individual. I hope we have learned some 
valuable lessons. For most of us who had 
the privilege of experience in the service, 
our horizons as to the responsibility of psy- 
chiatry have been immensely broadened. 


Tae Wonrp Topav 


It is difficult, if not impossible, to classify 
the human activity of warfare in psychiatric 
terms. Such pathological outpouring of ag- 
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gression and destructiveness well might be 
regarded as a psychosis, The overt outlet of 
killing which the shooting war provided is 
over but one would need the utmost opti- 
mism to regard our present world status as 
any stage of convalescence. Nationally and 
internationally, our relationships are marked 
with tension, mistrust, suspicion and selfish- 
ness. We cannot be unaware of the physical 
and emotional suffering that affects the ma- 
jority of people in the world today, even 
though that suffering occurs thousands of 
miles from us. Our advances in physical 
science, as represented by the atom bomb 
and television, have progressed so much far- 
ther than our social advances that our very 
existence is dangerously threatened. We 
have learnec how to eliminate space and to 
annihilate people but we still lag far behind 
in learning how to get along with each other. 

During the war we had frequent occasions 
to contrast the psychiatrist’s job in civilian 
life with his job in combat. In civilian life 
he attempted to understand and treat the 
abnormal reactions of.persons to normal sit- 
uations. In military life he attempted to 
understand and treat the normal reactions 
to an abnormal situation. One might seri- 
ously question if our world condition does 
not now place many of us in a continuously 
abnormal situation to which we are having 
normal reactions, even though these by all 
previous standards are pathological. To such 
a turbulent world, one might legitimately 
ask, what is a normal reaction? 

If one turns the microscope on the world 
close at home we find evidence of many dif- 
ferent types of man’s maladjustment. Let 
us start with the family. It is apparent that 
major changes are taking place in its organi- 
zation and structure. The tremendous num- 
ber of rejections for military service and 
the large number of psychiatric discharges 
from the army made us feel that something 
must be radically wrong in the early experi- 
ence and development of a large segment of 
American youth. The present status of the 


‘family has been described as at a crisis, and 


unless the trend is changed it has been fore- 
cast that the family as we have known it will 
disintegrate by the end of the century. As 
evidence for this are the facts that 44% of 


our families have no children and an addi- 
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tional 22% have only one child! In 1945 
there was one divorce for every two mar- 
riages in urban areas and one’ divorce for 
every three marriages in the country at large. 
In figures the divorces increased from ap- 
proximately 250,000 in 1937 to over 500,000 
in 1945. Before the war approximately 
II,000,000 women worked outside the home; 
24 million more wanted or needed work. In 
March 1944, there were.over 16,000,000 at 
work away from home, 7,000,000 of whom 
were married.’ 

There would be one hundred percent 
agreement among psychiatrists that the 
healthy development of the child depends 
on an early home situation which provides 
affection, good example and security. These 
figures given above show that homes in 
increasing numbers fail to provide such con- 
ditions. These figures do not include the un- 
known toll exacted by the war in the tem- 
porary separation and disruption of millions 
of American—and world—families. The in- 
stitution of the family must be the object of 
serious study by all who claim to be inter- 
ested in mental health. 

We can turn our microscope from the 
family to many other areas of man's mal- 
adjustment. It is variously estimated that 
the total cost of crime in America is between 
IO and 18 billion dollars a year.* This is 
more than six times as much as we spend for 
public education. Our overflowing peniten- 
tiaries, reformatories and jails cost us over 


$100,000,000 a year to operate. The Federal | 


Bureau of Investigation reported? that the 
crimes in 1946 broke all records for the last 
decade, with more than a million and a half 
committed during the year. This was an 
increase of 120,000 over the previous year. 
Approximately 120,000 juveniles passed 
through the courts in 1945.* That the be- 


1 Editorial, Life Magazine, March 24, 1947. 

. ?Jenkinsor, B. L. Marriage and Divorce in the 
United States: 1937-1945. Vital Statistics, Special 
Reports V. 23, No. 9, Sept. 10, 1946. 

3 A Woman's Place Is—Where? Talk It Over, 
published by National Institute of Social Relations, 
Washington, D. C. Series G-107, 1946. 

4 Morris, A. Criminology, New York: Long- 
mans, Green & Co., 1938, p. 20. 

5 Press Release, Mar. 5, 1947. 

6 Juvenile Court Statistics for 1944-45. U. S. 
Children's Bureau of Federal Security nes 
Washington, D. C. 
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havior represented in crime and delinquenzy 
is evidence of maladjustment 1s another point 
on which there would be nearly one hundred 
percent agreement among psychiatrists. 
One is forced to assume that most of or 
citizens, including psychiatrists, have a total 
blind spot for the atrocious conditions which 
exist in our penitentiaries, reformatories 
and jails. This is in spite of the fact that 
many of us feel that there should be little 
distinction between the psychiatric hospital 
and the reformatory. Both should be inszi- 
tutions for the examination, treatment—~and 
in some instances permanent detention—of 
individuals with behavior ineptitudes, - dis- 
torted personalities, social maladjustment 
and sick minds. 
In addition to delinquency and crime, 
there are still other evidences of mass mal- 
adjustment. Mores and standards are giving 
way in other directions. There is no doubt 
that non-marital sexual relations have greatly 
increased. There can be no vital statistics 
on this point but we do know that the cases 
of venereal disease reported for the first 
time in the continental United States ind:- 
cated that the number of cases of gonorrhza 
doubled between 1941 and 1946, from 
191,000 to 367,000. Someone has been 
brave enough to estimate that alcoholism 
costs $750,000,000 annually and is steadily 
on the increase. We in America can hardly 
be proud of the fact that 4.5% of all men 
examined in the draft were mentally dei- 
cient. Nearly 4% of our population in 1940 
had no schooling and 24 times this num- 
ber had less than 4 years of schooling.’ 
. Quite apart from these direct evidences of 
maladjustment in our midst is an equally 
long list of our situations and attitudes and 
practices that are producing great stress and 
unhappiness for millions of Americans. The- 
oretically psychiatrists can limit themselves 
to diagnosis and treatment of patients in 
offices and hospitals isolated from comm- 
munity life. They can, and some do, ignore 
the social problems which bring their pa- 


7 Figures obtained from U. S. Public Health 
Service, 1946. 

3 Bowman, K. M. Presidential Address. Am. J 
Psychiat., 103: 1-17, July 1046. 

® Bureau of Census. Series P-10, No. 8, Apr. 23, 
1942. 
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tients to them. Some do so because they are 
too busy with their patient load. Others do 
so because they feel impotent to effect any 
change or co not even know how to approach 
these larger problems. These problems are 
probably solvable, and with a united front 
psychiatry might study and offer some con- 
structive sclutions. These might not be effec- 
tive; they might not even be received. Nev- 
ertheless, some of us would feel that we had 
at least accepted a responsibility in actively 
attacking these so-called social neuroses 
which are such real threats to our pum 
our families, and ourselves. 

Number one among all of the social neu- 
roses in America today is the wide-spread 
prejudice and discrimination against persons 
because of race or color or religion. Bigoted 
intolerance, the thesis of “white supremacy,” 
anti-Semitic prejudices, discriminatory prac- 
tices, hostile attitudes toward Catholicism 
and Protestantism are all present in varying 
degrees in every section of America. Cana- 
. dians are keenly aware of the potential dyna- 
mite in the French-Canadian problem. As 


psychiatrists we are not only aware of these 


prejudices and resentments as seen in our 
patients, but we have an opportunity to learn 
much about their dynamics and therefore 


their signiicance. As a group, have we no . 


constructive steps to recommend in the re- 
duction of this problem? 
As psychiatrists, certainly we are aware 


of the effect on mental health of forced un- 


employment. It is variously estimated that 
60 to 80% of unemployed persons manifest 
definite signs of mental ill health. In a ma- 
jority of instances the father appears to be a 
failure in -he eyes of his wife, his children, 
his frienás and the community, often even to 
himself. Most tragic is the effect on the 
children. Unemployment becomes then a 
mental health problem which always affects 
two generztions. The problems of unemploy- 
ment have received little attention from psy- 
chiatrists, except as we have seen them in 
Occasional non-paying patients. Our psy- 
chiatric social workers are much more famil- 
iar with the effects of mental health on the 
. family grcup. Is it not another area where 
studied psychiatric advice should be formu- 
lated, with the hope that state and federal 
authorities might give us a hearing? 
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None of us can be unaware of the unhappi- 
ness and distress caused by the housing 
shortage which makes it impossible for so 
many of our veterans and former war work- 
ers to have a home or to find suitable accom- 
modation in which to live. In 1946 we built 
approximately 500,000 homes but we needed 
3,200,000.?? The resulting dislocation, crowd- 
ing and family friction added together com- 
pound an enormous emotional cost. 

One can go on with the list almost in- 
definitely—strikes and their concomitant 
economic loss to the family and to the com- 
munity ; the 350,000 persons who are perma- 
nently disabled each year as a result of acci- 
dents; ^ our systems of political graft and 
private racketéering that exist in so many 
states and communities. Last but not least, 
no thoughtful person can be unaware of the 
anxiety and the insecurity: caused by our 
tenuous international relations. 

One might inquire, what have all of these 
to do with psychiatry? As a group of scien- 
tific experts who are interested in and con- 
cerned with the way men think and feel and 
behave, it is only logical to assume that these 
social ills might be among our very special 
concerns. 


PsvcHrATzY's ROLE As IT Is ToDAY 


Surrounded as: we are with these many 
evidences of man’s maladjustment and un- 
happiness in the world today, we ought to 
examine the róle of psychiatry as it exists 
at the moment. What has it done? What is 
it doing? What is its status in relation to 
the world? Again, of necessity, we must 
confine our survey to the United States. 

Within The American Psychiatric Asso- 
ciation, we have approximately 4000 mem- 
bers from the United States and Canada. 
There are, perhaps, an additional thousand 
physicians now in training in this field. A 
little over 60% of this group are devoting 
their full efforts to the treatment of some 
625,000 patients in state and federal institu- 
tions. These physicians are responsible for 


19 Wanted—A Home. Talk It Over, published 
by National Institute of Social Relations, Wash- 


‘ington, D. C. Series G-103, 1946. 
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Disabled Civilian. New York Times Magazine 
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the patients in 38% of all hospital beds in 
the United States ?? at a direct cost of about 
$300,000,020 a year. However, there have 
been various estimates +? that we need be- 
tween 10,000 and 14,000 trained psychia- 
trists at the present moment. Dr. Paul 
Hawley ** indicated that he could use all of 
the first class psychiatrists now available in 
the United States to meet current needs 
within the Veterans Administration. Dr. 
Daniel Blain has indicated that he has about 
600 now on duty but needs three times that 
many and within 12 years will need seven 
times that many. All of these will be re- 
quired for the direct treatment of patients. 
Very roughly, we have about one-tenth of 
our current personnel needs in clinical psy- 
chology, psychiatric social work and less than 
this in psychiatric nursing. 

Many of us believe that most of the minor 
psychiatric problems could and should be 
cared for by the general practitioner and 
specialists in other fields of medicine. How- 
ever, in the army I was repeatedly impressed 
by the fact that only a small percentage of 
medical officers had enough psychiatric 
knowledge to carry out any psychiatric treat- 
ment. Despite the astounding figures of 
incidence of emotional illnesses, our medi- 
cal schools are still allotting an average of 
4% of their total curriculum hours to the 
teaching of psychiatry. In no medical school 
is it classed along with anatomy and physi- 
ology and pathology as a basic subject. 

Psychiatry has made halting steps into the 
area of public health. In 5 of our states we 
have a psychiatrist in the department of 
health. In 7 others we have a mental hygiene 
program under some separate unit or divi- 
sion within the state. In an additional 5, 
psychiatry functions under the Department 
of Public Welfare. It must be acknowledged, 
however, that in none of these has psychiatry 
made more than a start. In very few of them 
are any efforts directed towards the preven- 
tion of mental ill health. Nearly two-thirds 


12 Based on figures given in the Hospital num- 
ber of the J.A.M.A. 130: 1073, Apr. 20, 1945. 

13 Felix, R. H. Annual Meeting of Mass. Soc. 
for Mental Hygiene, Jan. 24, 1946; Rennie, 
T. A. C.: Ment. Hygiene 29: 644-690, Oct. 1945. 

14 Hawley, P. R. Neuropsychiatric Problems of 
the Veterans Administration, Milit. Surg. 99:759- 
762, Dec. 1646. 
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of our states have no psychiatric program 
other than that of the state hospitals. 

We must frankly face our group responsi- 
bility for the practice of psychiatry in the 
state hospitals. From my point of view, the 
recent exposure of situations in certain of 
these has been very worthwhile. It would 
be my hope that such exposures be aggres- 
sively continued until such time as the public 
conscience is awakened. But we in psychi- 
atry can hardly remain indifferent or passive 
for we are not blameless. We are faced with 
the paradox that in many states there are - 
excellent psychiatric departments in a uni- 
versity. Within a few miles is a state hos- 
pital which can provide only one physician to 
300 or 400 patients, perhaps has no graduate 
nurses and most likely no trained psychiatric 
social workers or clinical psychologists. Un- 
til recently, these institutions have personi- 
fied psychiatry in America. They still are 
the embodiment of our specialty in the eyes 
of the public. How can the public respect 
us and have confidence in us when we are 
silent in the face of these conditions? 

Going further into the inspection of our 
own realm, we must clarify our concepts of 
clinical psychiatric entities so that we may 
have a better understanding of our diagnos- 
tic nomenclature. We should have no illu- 
sions that our own confusion is not sensed 
and capitalized upon by our medical con- 
fréres. It also adds to their misunderstand- 
ing about our field. Our inability to agree 
on various concepts is not nearly as im- 
portant as the fact that we do not have suffi- 
cient knowledge on which to come to an 
agreement. | | 

Psychiatry has made some excursions into 
some of our social problems though, unfor- 
tunately, they are very limited. Although it 


has been 30 years since a psychiatrist first 


interested himself in the mental hygiene of 
industry, at present we still have less than a 
dozen full time workers in this feld. Al- 
though Healy, White and Adler pioneered 
in fields of delinquency and criminology 
nearly 40 years ago, we have only Io adult 
criminal courts with psychiatric service and 
probably considerably less than 100 psychia- 
trists practicing in criminal institutions. We 
have made real progress in the provision of 
psychiatric assistance to juvenile courts but 
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unfortunately in the great majority of these, . 


this service is limited to providing a diagno- 
sis and no treatment. 

Psychiatry has made a little greater in- 
road into the field of academic education. 
This has not been so much because psychi- 
atrists have taken the initiative in this direc- 
tion as because the intelligent educators have 
sought the help of mental hygiene. It is 
encouraging to see the increasing. number of 
colleges and high schools in which mental 
hygiene consultation service is available. 
There is an increasing number of universities 
and colleges which are providing courses in 
mental hygiene for their students. How- 
ever, the number of institutions with such a 
service is still a small minority of the total. 
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Tug ROLE or PSYCHIATRY IN THE FUTURE 


When we look at the status of psychiatry 
today we find that it is acutely lacking in 
personnel. It is lacking in tested knowledge. 
It has given minimal attention or study to 
social problems or their possible solutions. 
By force of circumstances it has been so busy 
attempting to treat patients, in many in- 
stances mezely caring for them, that there 
has been little time for consideration of pre- 
ventive measures: The same factors have 
limited its permeation into the general prac- 
tice of medicine. Unfortunately, many of us 
within the ranks of psychiatry have worn 
blinders wkich were forced upon us by our 
daily load. Our vision has been restricted 
and unless forced to do so, we have taken 
little or no time to consider our greater re- 
sponsibility for the troubles of the world in 
which we live. 

As I have said, anyone who presumes to 
formulate the róle of psychiatry in the world 
today can do so only in terms of the limita- 
tion of his vision. Also I have indicated my 
opinion that organized psychiatry has the 
responsibility for outlining its goals. This 
could happen only if many of us are willing 
to crystallize our own thoughts in this direc- 
tion. For whatever value they may have I 
wish to indicate my opinions as to the róle 
that psychiatry should play in the world. 

Our greatest immediate need is for trained 
personnel—psychiatrists, clinical psycholo- 
gists, psychiatric social workers and psy- 
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chiatric nurses. There is no greater nor 
more important contribution to be made by 
any individual in our membership than to be 
engaged in the training of personnel. We 
must recognize that this job of training 
comes near to being a sacred trust. If we 
expect to have psychiatrists who are com- 
petent to handle the increasingly compli- 
cated problems coníronting ali of üs, they 
need an intensive, integrated, well planned 
training. From personal experience I know 
that there are numerous so-called residencies, 
many of which are on the “approved list,” 
that provide little training other than what 
the man can dig out for himself. Good train- . 
ing must be on a broad base. In addition to 
the knowledge about the structure and func- 
tion of the personality, this training ought to 
provide the psychiatrist with a knowledge of 
his co-workers in social work, psychology, 
nursing, occupational therapy, and how to 
use their skills. It ought to provide some 
information relative to the relations of psy- 
chiatry to our world—in religion, politics, 
literature, art. Certainly it should introduce 
the student to the social issues and problems 
of the day. The need for the training of per- 
sonnel has number one priority in psychiatry 
at the moment. 
Next to personne:, an extensive broaden- 
ing of our body of tested knowledge is most 
needed in our field. We know very little 
about the “normal” personality or why it 1s 
or is not normal. We cannot adequately de- 
fine a psychoneurosis. We have minimal 
data on why one set of organs is picked out 
in preference to another in the development 
of the neurotic reaction. We have only the 
vaguest knowledge of the cause of schizo- 
phrenia. If we are to apply ourselves to 
social problems, every avenue leading to any 
one of these should be classified as research. 
Researck, like teaching, is a specialized job 
requiring unusual abilities and long training. 
At the present moment we have a piteously 
small number of full-time research workers 
in the whole field of psychiatry. 
Psychiatrists will always have a major 
responsibility for the treatment of mental 
illness. There are many areas within this 
field which need to be greatly perfected, by 
the development of shorter and more effec- 
tive methods of treatment. We need to think 
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through with the clinical psychologists and 
psychiatric social workers their contribution 
to psychotherapy and then provide the train- 
ing for them. We need to develop far more 
extensively than we have to date our milieu 
treatment within the hospital. For the most 
part we still lack specificity in our prescrip- 
tions for occupation, education, recreation, 
` industry and all of their variations of read- 
ing, art, music, horticulture and many other 
activities. Most of us have only meager 
knowledge about remedial reading, speech 
training, and the applications of psychiatric 
principles in physical rehabilitation. 

In this area of treatment, we in psychiatry 
share with all medicine, a current and per- 
haps recurrent crisis in providing the best 
medical care of veterans. Under Generals 
Bradley and Hawley, a remarkable system of 
treatment with highest standards has been 
organized in the Veterans Administration. 
Along with current congressional economy 
measures, this medical service has suffered, 
and faces potential regression to a pre-war 
status. Reductions in appropriations and 
personnel in the face of an increasing patient 
load inevitably will lower morale, impair 
service and provoke resignations of medical 
and allied professional personnel. It is im- 
perative that we in psychiatry, along with all 
real friends of disabled veterans, point out to 
the public and Congress immediately the 
certain results of such cuts in appropriations. 
If Congress wishes to provide only mediocre 
medical care, it is its decision. We in medi- 


cine, however, must make it clear that to: 


reduce finances, personnel, consultants, teach- 
ing programs, and travel for supervisors will 
drastically reduce the gains that have been 
made for the sick veteran. 

As a step toward meeting the great treat- 
ment need, we must place a high priority on 
the integration of psychiatry with the rest 
of medicine, particularly in the curriculum 
of the medical school It is entirely our 
responsibilitv to recommend and direct how 
psychiatry itself should be taught. It is also 
our responsibility that psychiatric principles 
should permeate the teaching of all medicine, 
and that a helpful body of usable knowledge 
should be made available to all physicians. 

Our Association needs to be organized so 
that it permits and stimulates every member 


WILLIAM C. MENNINGER 


161 


to make a contribution towards the solution 
of the problems facing psychiatry :oday. We 
can hardly expect progress when certain of 
our committees meet only once, if at all, 
during the course of a year. Even then there 
may be no obligation or finances to initiate 
studies or surveys or research into the prob- 
lems for which they are nominally respon- 
sible. ] 

This prompts me to mention briefly the 
organization of The Group for the Ad- 
vancement of Psychiatry. As was evidenced 
at the meeting a year ago, some of us felt 
dissatisfied with the progress of psychiatry, 
were impatient with our own limitations, and ` 
with our lack of opportunity to sit down and 
think and work together on problems that- 
seemed vital to all of us. At that time some 
of us verbalized this mutual feeling but felt 
that we were not justified in merely criti- 
cizing or being impatient. We concluded 
that we should find ways and means to pro- 
mote some group thinking and surveys and 
study. The result was an informal, very 
loosely organized conference group which, 
with the financial aid of the Commonwealth 


Fund, held a three day conference last fall 


and will shortly hold a second one. We or- 
ganized in small working committees, every 
member of which was required to be z 
worker. We agreed to sacrifice in time anc 
money to a considerable extent in order to 
study such problems as the needs of state 
hospitals, medical education, contacts with 
lay groups, preventive psychiatrv, psychi- 
atric social work, treatment and other sub- 
jects. At present there are 15 different com- 
mittees each with specific responsibility. We 
limited the participants to members of this 
Association. In no sense was our action 
meant as a revolution or a secession or a 
competition with this Association. lt was 
originally and still is our hope that the aims 
and methods and work of the Group might 
become an integral part of this Association. 
It seemed to me a year ago, and equally so 
today, that every member of our American 
Psychiatric Association capable of doing so 
should be contributing to the development 
and leadership of psychiatry beyond his daily 
work. | | 
One of the essential róles of psychiatry 
must lie in the field of prevention of mental 
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ill health. If we continue to confine ourselves 
to treatment only, it is inconceivable that 
we could ever meét the obligation. Not until 
we have learned effectively to prevent mental 
illness can we begin to discharge our respon- 
sibility. Psychiatry in the war started on the 
basis that treatment was the sole province 
and responsibility of the psychiatrist. We 
learned by experience, however, that our 
greatest contribution should have been in the 
field of prevention. This involved putting 
psychiatrists into the field to live with the 


soldiers, thus learning their problems, at-. 


tempting to modify their stresses and develop 
their supports. Only there could they advise 
leaders effectively about immediate factors 
-that affected mental health. It would seem 
that psychiatry’s great opportunity is to work 
similarly in the fields of academic education, 
public health, recreation, delinquency and 
industry. 

Our lessons in preventive psychiatry from 
the army emphasized three major factors in 
maintaining mental health. The first, and 
most important, was that quality of leader- 
ship was a cause of or prevented mental ill 
health. We learned that the development of 
positive rational attitudes towards the job to 
be done, t.e., conscious motivation—could be 
a great aid to the doing of that job. Unques- 
tionably, “good” motivation was an import- 
. ant factor in maintaining mental health, and 
"poor" motivation was followed by an in- 
crease in the number of psychiatric casualties. 
The development of an identification with a 
group which permitted a sense of pride, and 
provided comparative security, satisfaction 
and unity of purpose was extremely impor- 
tant to mental health. It was apparent that 
these elementary lessons which applied to the 
maintenance of an individual's mental health 
in the army, could apply in the family, the 
group, the community and the nation. One 
of the chief aims of preventive psychiatry 
should be the continued attempt to educate 
parents and all leaders as to the importance 
of developing mature persons, in line with 
the challenge that Brock Chisholm gave us 

in his William Alanson White lectures. 

— Preventive psychiatry must concern itself 
with the cause and alleviation of mental 
illness—neuroses, psychoses, the character 
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defects. It must find ways to reduce the 
many symptoms of social ills enumeratec 
earlier—delinquency, crime, divorce, illiter- 
acy, mental deficiency. It should certainly 
concern itself with forced unemployment 
prejudices, discrimination, strikes, accidents 

Psychiatry. should place a high priority ir 
its efforts to provide the “average” persor 
with psychiatric information he can apply tc 
his own problems. As I have tried to indi. 
cate previously, the great number of psy- 
chiatric casualties during the war called at. 
tention to the need for public education ir 
the field cf mental hygiene. The public 
wants this education. If adequately giver 
it could be very helpful. Very possibly i 
may increase the number of patients whc 
seek help from a psychiatrist just as a cam- 
paign &bout cancer or tuberculosis increase: 
the number of patients who go to doctor: 
about these problems. The aim of such pub. 
lic education, however, certainly should be tc 
provide the average man with a better under- 
standing of his own mental health, how tc 
fortify it, how to improve it. 

We in psychiatry in America must become 
more international in our interests and work 
with psychiatrists abroad. Some years ago 
an internat:onal mental hygiene organizatior 
was formed and plans are on foot to revive it 
The American Psychoanalytic Associatior 
has always been a part of the Internationa 
Psychoanalytic Association. With the in 
creasing necessity for a world point of view 
today, we should have a vital part in any 
international psychiatric effort, through th: 
United Nations Health Committee as wel 
as an international psychiatric organization 

Through the foresight of Dr. Franl 
Fremont-Smith of. the Josiah Macy, Jr 
Foundation, we have as our guest at thi: 
meeting Dr. J. R. Rees of London who i: 
here to solicit our interest in an internationa 
congress of psychiatry in England next year 
It is my impression that our best contribu 
tion to the United Nations Health Organiza 
tion might be made through an internationa 
psychiatric organization. 

To accomplish all of these aims may ap 
pear an impossible assignment. They can be 
approzched only if every individual membe: 
of the organization is willing to contribute 
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It is essential that the organization provide 
ways for him to make his contribution. In 
addition; however, such a program for psy- 
chiatry calla for immense support through 
public understanding and financial backing. 

‘The most immediate and concrete encour- 
agement for the further development of psy- 
chiatry has come through the National Men- 
tal Health Act, sponsored by the United 
States Public Health Service. From this 
source'a considerable sum of money will be 
available immediately, with a promise of a 
much larger amount in the coming years. 

Over the years, the National Committee 
for Mental Hygiene has given leadership in 
providing a better understanding of mental 
health in the national scene. The recently 
formed National Mental Health Foundation 
is championing the needs of our state hos- 
pitals, and particularly the improvement of 
the status of the ward attendant. We in the 
Menninger Foundation are devoting our- 
selves to an all out effort in training and 
research. All of us in psychiatry are in great 
debt to the several general Foundations 
which have done so much for us, and express 
the hope for their continued support. 

This section of the program of this con- 
vention is under the auspices of the most 
recently organized group for the support of 
psychiatry— The Psychiatric Foundation. It 
has long been recognized that to give leader- 
ship in our field, our own Association needed 
far more financial support than could be 
obtained from membership dues. With this 
need as a stimulus, a small group of our 
members, through the personal work of 
Austin Davies, launched the Psychiatric 
Foundation. It is my fervent hope that its 
development will be supported and hastened 
in order to permit it to launch whatever pro- 
gram is agreed upon by The ncn Psy- 
chiatric Association. 


This we must make clear to the public and 


to the profession—all the efforts of the vari- 
ous Foundations are cooperative attacks on 
the immense problems ahead; none of these 
varied enterprises is in competition with the 
others. 
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CoNCLUSIONS 


We all look with pride on the phenomenal 
victories of preventive medicine. No longer 
is the world cursed with smallpox or cholera 
or yellow fever or typhoid. World epidemics 
of these diseases are no more. Is there any 
hope that medicine, through its Cinderella, 
psychiatry, can step forward tc offer its 
therapeutic effort to a world so full of un- 
happiness and maladjustment and varying 
degrees of sccial disintegration? Can otz 
intensive study of the individual lead us to a 
better understanding of his environment, of 
the social forces that affect his life? And 
can this understanding, if made available to 
the right leaders be helpful in alleviating. 
these social ills? Perhaps some psychiatrists 
might answer this in the negative My own 
strong conviction is that psychiatry can help. 

Some of my confréres who will answer m 
the negative may do so because of a miscon- 
ception that this program mzy be an attempt 
to over-sell psychiatry. My contention hes 
always been that one cannot over-sell tke 
value of a tested product except in terms of 
ability to deliver. In outlining this program 
I have had no intention of selling psychiatry 
except to ourselves. I feel strongly that we 
are not now in a position even to deliver 
much of the available information that we 
might assemble. It has been my intention to 
direct our thought to a wider horizon and to 
urge acceptance of our responsibility for con- 
tributing what understanding and therapy 
we can for the problems of unhapoiness and 
maladjustment that exist in the world toda. 
To do this we must greatly increase ovr 
trained personnel. We must extend otr 
frontiers of knowledge. We need to crystal- 
lize our goals. Our organization should re- 
quire that groups of us survey specific prob- 


_lems, collect data about tbese, apply ovr 


knowledge to them, and produce a program 
of action. We need to develop more medical 
statesmanship, so that our findings and rec- 
ommendations can be presented to leaders in 
high councils in many fields of activity. Can 
we and should we undertake this? We can - 
no longer evade a decision on the matter. 


THE ADVANTAGES OF NITROUS OXIDE INHALATION IN 
PSYCHIATRIC TREATMENT? 


H. LEHMANN, M.D., anp C. BOS, M. D., Monrreat, Que. 


During the last decade psychiatrists have 
made ever-increasing use of disinhibiting 
agents in the treatment of various mental 
disturbances. The intravenous administra- 
tion of barbiturates, notably sodium amytal 
and sodium pentothal, has become a standard 
procedure in clinical psychiatry. Narcoanal- 
ysis tends to produce three principal effects: 
(1) lowering of inhibition which results in 
increased expression of suppressed and re- 
„pressed ideational content; (2) externaliza- 
tion of repressed affects ('abreaction") ; (3) 
establishment of better rapport with the psy- 
chiatrist. While each. of these results may 
be obtained without pharmacological treat- 
ment, through psychotherapy alone, the nar- 
cosis allows them to develop in a considerably 
shorter time. However, this advantage is 
gained at the expense of a physiological de- 
pression cf the central nervous system that 
lowers the efficiency of the higher mental 
processes. Since it is sometimes advisable to 
prevent the patient from falling asleep fol- 
lowing narcoanalysis, stimulants must oc- 
casionally be given, aíter the barbiturate. 
Narcoanalysis usually interferes with the 
patient's ordinary activities for a period of 
several hours. 

Searching for a method which would offer 
the advantages of narcoanalysis to produce 
disinhibition and increased accessibility with- 
out depressing the central nervous system, 
we have become interested in the effects and 
aftereffects of nitrous oxide anesthesia. 

Zador(r) in 1928 studied the effect of 
nitrous oxide in psychotic patients and nor- 
mal individuals and concluded that it might 
possibly have therapeutic value in certain 
cases. Alexander and Himwich(z) in 1939 
treated schizophrenics with nitrous oxide but 
later changed the treatment to inhalation of 
pure nitrogen. Fogel and Gray(3) in 1940 
published a report of 24 cases of schizo- 
phrenia treated with nitrous oxide with en- 


1The writers are indebted to Doctor C. A. 
Porteous, Medical Superintendent of the Verdun 
Protestant Hospital, for permission to publish this 
report. 
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.tempt to treat manic patients. 


couraging results. They found it to be of 
value in early cases, while chronic cases 
were unchanged. Rogerson(4) in 1944 de- 
scribed a method of using nitrous oxide 1n- 
halations as an aid in psychotherapy. While 
Fogel and Gray(3) carried the hypoxia- 
anesthesia to considerable depth, Roger- 
son(4) left the control of the inhalation to 
the patient who would not lose consciousness 
but only reach a state of mild intoxication. 

Guided by the hvpothesis first formulated 
by Himwich(2) that the therapeutic prin- 
ciple of insulin and convulsive shock treat- 
ment is to be found in cerebral hypoxemia, 
Alexander and Himwich(2), Fraser and 
Reitman(5), Green and Adriani(6), and 
Levine and Schilder(7) investigated the 
therapeutic value of severe hypoxemia pro- 
duced by inhalation of pure nitrogen. Him- 
wich(2) reported encouraging results with 
his treatment, but this could not be con- 
firmed by other authors. Gurevitch e£ ai. (8) 
reported on the treatment of depressions 
with inhalation of nitrogen and a low per- 
centage of oxygen (996). Their results 
were favorable and in their opinion war- 
ranted further experiments with the 
method in depressed states. Meduna(9) has 
recently published a report on the inhalation 
of carbondioxide-oxygen mixtures in the 
treatment of psychoneurotics. His method 
aims at direct stimulation of the lower struc- 
tures of the brain. This effect was first 
demonstrated by Loevenhart et al.(i10) in 
catatonic patients. 

It is interesting. that the authors using 
nitrous oxide, nitrogen, or carbondioxide- 
oxygen have not made any systematic at- 
We have 
found that states of acute manic or cata- 
tonic excitement sometimes show a prompt 
therapeutic response to nitrous oxide hy- 
poxia. | 
It should, however, be emphasized at this 
point that we were not seeking for a "cure" 
of any particular mental disease but were 
concerned mainly with the symptomatic men- 
tal changes, particularly in the emotional 
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sphere, that are transitory and follow the 
termination of nitrous oxide hypoxia. 


MATERIAL 


We have treated 44 patients: of these, 10 
were classified as manic-depressive, manic; 
I3 manic-depressive, depressed; I acute 
* catatonic excitement; I acute alcoholism with 
drug addiction; 1 delirium tremens; 1 men- 
tal deficiency with psychosis; 1 anxiety- 
hysteria; 1 anxiety state; 15 chronic schizo- 


phrenics. Age range was from I9 to 77 © 


years. All our patients with the exception 
of 2 deteriorated schizophrenics showed over- 
activity ranging from restlessness to extreme 
excitement verging on delirium. In most 
of our patients there were sleep disturb- 
ances, ranging from nightmares in some 
cases to a total absence of sleep due to excite- 
ment in others. The writers also underwent 
nitrous oxide hypoxia for. experimental 
purposes. | 


METHOD 


We use a standard Connell inhalator for 
surgical anesthesia which includes a rubber 
rebreathing bag, carbondioxide filter which 
can. be turned on and off, and a well-fitting 
rubber mask. The patient should not have 
eaten for at least an hour and a half, and it is 
preferable not to use any premedication since 
this might mask the physiological signs of hy- 
poxia. The treatment is given in a quiet 
room. We have made it a practice to bave 
one other person present besides the ther- 
apist; in the case of women patients a nurse 
is always present. We have had little diffi- 
culty in persuading the patients to take the 
treatment in most cases. With the patient 
lying down the rebreathing bag is filled with 
pure nitrous oxide. The rubber mask is then 
applied firmly to the face so that there are 
no leaks. Throughout the treatment the ni- 
trous oxide flow is regulated so that there is 
a slight positive pressure (usually 6 to 8 
litres per minute). In order to increase the 
rate and depth of respirations, the filter is 
turned off for the first minute of treatment 
so that there is CO, rebreathing. A further 
aid in increasing the depth of respiration in 
uncooperative patients is the application of 
slight pressure on the bag on each inspira- 
tion. It 1s sometimes found.necessary to re- 
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strain the arms manually during the brief 
"excitement" stage. Pure nitrous oxide is ad- 
ministered to the point when respiration be- 
comes rapid, regular, and automatic, and/or 
when the eyes are turned downward and in- 
ward. This is the first sign of increased mus- 
cular tone and would be followed 5y twitch- 
ing of the face and spasticity and clonic con- 
tractions in the upper ext-emities if the 
hypoxia were allowed to continue. The mo- 
ment this point is reached the bag is emptied 
of nitrous oxide, filled with pure oxygen 
and the latter is administered under pres- 
sure, care being taken that the mask is held 
loosely over the face. The patient is usually 
cyanotic at this stage, but the presence or ab- 
sence of cyanosis is no reliable gauge of the: 
hypoxemia produced. Four to five respira- 
tions of oxygen usually suffice to bring about 
the return of color. There follows a short 
period of apnea lasting ro to 30 seconds. The 
mask is then removed and the patient allowed 
to waken spontaneously with no stimulation 
on the part of the therapist. 

limes vary for different persons but are 
remarkably constant for each individual. As 
a rule consciousness is lost after a minute 
of nitrous oxide inhalation and the whole 
treatment lasts, in most cases, from 2 to 3 
minutes. We have found the rare resistant 
patient who will require more time, but we 
have made it a rule not to exceed 4 minutes 
of nitrous oxide administration in any case. 
In addition to the sign of rapid, regular, and 
automatic or stertorous breathing which in- 
dicates oxygen want, and a turning inward 
and downward of the eyeballs, there are two 
other signs which we consider indications 
for immediate interruption of the hypoxia: 
dilatation of the pupils, and the aopearance 
of clonic movements in the upper extremi- 
ties. We have been careful to avoid the stage 
of torsion and extensor spasm. Carrying 
each patient to the same depth of hypoxemia 
as indicated by the above-described signs 
enables one to standardize the procedure. 


PHYSIOLOGICAL OBSERVATIONS 


The typical sequence of the effects of ni- 
trous oxide on the respiratory, circulatory, 
and central nervous systems can be found in 
handbooks on anzsthesia, in monographs on 
nitrous oxide anssthesia(rr), and in the 
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paper by Fogel and Gray(3). We have found 
that with the degree of anssthesia-hypox- 
 emia produced in our cases, the pulse rate 
seldom rises above 110 and the systolic blood 
pressure usually increases only 10 to 20 mm. 


Nitrous oxide does not irritate the mucous. 


membranes and does not produce coughing 
or gagging. We have not seen any case of 
laryngospasm in our series, and we have not 
found it necessary to resort to artificial res- 
piration. The deep reflexes are hyperactive 
when the anzsthesia is terminated. Ab- 
dominal reflexes remain present as a rule. 
Pathological reflexes cannot be elicited ex- 
cept for cccasional ankle clonus. 

Immediately after awakening the pulse rate 
‘drops rapidly to somewhat. below the pre- 
anesthetic rate. The blood pressure falls 
to normal within 5 minutes. Four cases in 
our series reported slight nausea following 
the treatment, and occasionally patients com- 
plained of dizziness for a short time. The 
gait is unsteady immediately after the anzs- 
thesia, but full control of the equilibrium is 
usually regained within 5 minutes. Urinary 
Incontinence was present in 2.cases. © 

We have treated 4 cases with cardio- 
vascular disease repeatedly without any un- 
toward results, although these patients had 
been considered unfit for electric shock treat- 
ments. 


PSYCHOLOGICAL OBSERVATIONS 


Consciousness is reestablished rapidly 
after the termination of N,O-inhalation. 
Usually within a minute, often in less time, 
the patient is able to answer questions and 
to engage in conversation. We have never 
observed aphasic disturbances. There is no 
confusion and the patient can call the physi- 
cian by name as soon as he awakens. 

In contrast to the patients treated with 
pure nitrogen inhalations who, according to 
Levine and Schilder(7), have amnesia for 


their unconsciousness, the individual awak- : 


ening from nitrous oxide anzsthesia is 
aware of having lost consciousness. The 
patient may declare “I must have been 
asleep,” or “I have been far away,” or he 
may ask spontaneously how long he has been 
unconscicus. Most patients have vivid 
‘dreams but they are not always able to re- 
call them. If the dreams. are remembered, 
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they are remarkable for their reality-like 
coherence, and they offer valuable material 
for the evaluation of the patient's affective 
state. 

Another difference between the effects of 
nitrous oxide and nitrogen inhalation con- 
sists in the important fact that nitrous oxide 
anæsthesia in most cases produces a change 
in the patient's emotional state and in his 
rapport with the physician. Levine and 
Schilder(7) found that nitrogen inhalations 
leave the patient unchanged 1n both aspects. 
Fogel and Gray(3) mention euphoria of 
brief duration following nitrous oxide anes- 


‘thesia. The majority of our cases reported a 


feeling of increased well-being immediately 
following the treatment and often lasting 
several hours. . 

This feeling of increased well-being is 
to be distinguished from the euphoria which 
develops during the induction period, par- 
ticularly if nitrous ‘oxide-oxygen mixtures 
are used. At that stage the patient is mod- 
erately hypoxemic, disinhibited and elated, 
in the sense of being "slap-happy," while 
his reasoning is impaired. The name “laugh- 
ing gas" is derived from the observation of 
patients in that condition. | 

After awakening from the anesthesia 
many patients. state that their head feels 
clearer or that a pressure is lifted from it. 
Irritating aches and pains, such as rheumatic 
complaints and headache are usually absent 
for some time after the treatment. While 
most patients state that they feel more cheer- 
ful and vigorous, manic patients often report 
that they feel more composed. With few ex- 
ceptions, the patients’ rapport with the physi- 
cian is improved following the treatment. 


‘They are more cooperative and express 


greater confidence, 

A remarkable feature is the eagerness and 
spontaneity which many patients show in 
discussing their own condition following the 
treatment. It is sometimes possible for the 
physician to sit quietly for 10 or 15 minutes 
without saying a word while the patient talks 
continuously, and with considerable inten- 
sity. Many patients express openly their 
prevailing affect and bring out traumatic 
material sometimes reenacting a traumatic 
event while awakening, and interpreting it 
spontaneously as soon as they are fully 
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conscious. The patient's insight into his own 
condition is usually enhanced, sometimes for 
hours after the treatment. 

During the induction period as well as 
during the short time between the termina- 
tion of nitrous oxide administration and full 
return of consciousness, we have seen the 
expression of marked anxiety, depression, 
aggressiveness, ór eroticism, according to the 
underlying mental condition. One patient 
presented the picture of a hysterical twi- 
light state with automatic movements, mut- 
tering, and uncontrolled emotional behavior 
after each treatment. This state lasted from 
2 to 3 minutes.? 


RESULTS 


We have given a total of 320 treatments. 
The total rumber of treatments per patient 
ranges from 1 to 28; frequency of treatment 
from 1 a week to 4 a day, the latter depend- 
ing on the response to treatment. We have 
refrained from tabulating our results be- 
cause the majority of patients was treated 
symptomatically and only in a few cases was 
a systematic attempt made to bring about a 
remission. 

In all our cases without exception a seda- 
tive effect was noted. Immediately following 
each treatment patients were more composed 
and showed a definite diminution in the in- 
tensity of their restlessness or excitement. 
All showed improved sleep the following 
night, and it seemed to matter little at what 
time during the day the treatment was ad- 
ministered. Some cases also received “seda- 
tive" insulin, but most patients could be con- 
trolled without the use of any additional 
sedative. The sedation that follows the 
period of stimulation and facilitation of men- 
tal processes is not associated with drowsi- 
ness or confusion as is often the case with 
barbiturates. Patients who required heavy 
sedation at night would often sleep through 
the night without any medication if they had 


2We are at present engaged in the study of 
psycho-physiological phenomena existing during the 
hours following nitrous oxide anesthesia. These 
findings will be published separately. They indicate 
interesting changes in sensory, motor, and memory 
functions occurring in. phases which correspond 
to stimulation and depression of the central ner- 
vous system. 
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been treated during the day. It should be 
noted that the patients will be inclined to be 
active immediately after treatment and ex- 
perience the relaxation and sedation about an 
hour later. Sample cases: 


1. V. M., male, age 54, manic-depressive, manic. 
Has been in hospital since July 14, 1041, with re- 
current manic episodes, occurring every 2 to 4 
months and lasting about 2 weeks each. Has re- 
ceived a total o£ 108 electric shock treatments since 
admission with only symptomatic relief. N,O treat- 
ments served to keep this patent under control 
during exacerbations. 


2. H. E., male, age 62, involutional melancholia 
with presenile changes. Admitted March 10, 1946. 
Repeated courses of electric shock treatments, each 
time followed by a recurrence of symptoms within 
a few weeks. Now shows depression and retarde- 
tion, sleeps 9 to ro hours a night but complains of 
nightmares. Feels hopeless and frightened because 
of the dreams that threaten him with insanity. 
Every conceivable combination of sedatives, in- 
cluding insulin at bedtime, has been tried but did 
not succeed in eliminating the terrifying dreams. 
Treatments given on 4 occasions at bedtime have 
produced a feeling of well-being with inability 
to sleep for 2 hours following the treatment, fol- 
lowed by 8 hours of “natural” sleep with pleasant 
dreams. i 


We have noted complete remission of 
acute excitement in some of our cases. Ex- 
amples: 


3. V. J., female, age 35, manic-depressive, mixed 
state, Admitted January 26, Ic47. Two previous 
attacks in 1944. Overactive, overtalketive, violent 


‘but showing some insight. Improvement was noted 


from the first treatment on January 28, On January 
31 (fourth treatment) she had an orgasm during 
the induction phase of treatment. She had 2 
further treatments and remained well until March 
8 when she was sent home on trial. She has since 
been readmitted with an exacerbation of the origi- 
nal condition. 


4. H. A., female, age 30, manic-depressive, manic. 
Admitted November 27, 1946. Previously com- 
mitted for similar symptoms in 1942. Overactiva, 
loquacious, expansive, and violent. Electric shock 
and modified insulin treatments produced improve- 
ment that was maintained for a few days only. 
Thirteen N,O treatments February 28 to March 
11 have brought about a remission. She at present 
enjoys ground privileges. 


5. P. F, male, age 19, catatonic schizophrenic. 
Admitted February 7, 1947. Hallucinated,: ex- 
pressing delusions of persecution and self-accusa- 
tion. On February 10 he became acutely agitated, 
hallucinated, shouting, and violent. Maximum seda- 


. tion served only to prevent complete exhaustion. 


The temperature rose to 102 because cf the excite- 
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ment. On February 11, at 10: 30 a. m. he was given 
a nitrous oxide treatment. He was quiet for 3 hours, 
then became overactive and shouting. At 2:30 p. m. 
a second treatment produced rest for 3 hours. He 
slept 6 hours: that night. The next morning his 
temperature was normal. On February 12, 13, 14, 
and 15 he was given 3, 2, I and 3 treatments re- 
spectively. He became quiet and cooperative al- 
though still hallucinated. He is now receiving coma 
insulin therapy. 


Of interest is the response of psychoneu- 
rotic symptoms to this treatment: 


6. F. R, male, age 35. Admitted November 10, 
1946. Complaining of “gas on his stomach,” tight- 
ness in the throat, and insomnia. He was despon- 
dent and anxious. He had received intensive 
psychotherasy at another hospital prior to admis- 
sion. Psychotherapy was attempted-at this hospi- 
‘tal with no improvement, resistance being too great. 
Sedatives, benzedrine, and insulin were tried 
without result. On his treatment on February 1 
with N,O he had a hysterical seizure on awaken- 
ing, asked for a drink of water, and then spontan- 
eously gave an account of a convulsion that his 
mother had a short while before her death due to 
a brain tumor. On February 4, a hysterical seizure 
occurred during the induction stage of thé treat- 
ment. On awakening he was less circumstantial in 
speech and less dramatic in his conduct. On Feb- 
ruary 6 he showed marked excitement at the 
termination of treatment, but no seizure. He talked 
spontaneously about his “egocentricity.” He has 
received 5 weekly treatments followed by psycho- 
therapeutic interviews and has shown marked im- 
' provement and some insight. He is expected to 
return to work within a short time. 


7. D. N., male, age 19. Admitted May 6, 1046, 
with a history of 2 admissions to mental hospitals 
since 1944 for catatonic schizophrenia. Coma in- 
sulin therapy produced marked improvement with 
a residue of hysterical symptoms, brought on by 
visits from relatives and disturbances on the ward. 
These hysterical reactions produced a relapse twice. 
Psychotherepy was attempted to no avail. With 
II daily nitrous oxide treatments patient progres- 
sively and spontaneously developed insight into his 
hysterical symptomatology. He is at present free 
of symptoms, quiet, cooperative, gregarious, is un- 
affected by ward disturbances or visits from rela- 
tives. He is enjoying ground privileges and is 
expected to leave the hospital within the next month. 


DISCUSSION 


Other workers have employed inhalation 
of a variety of gases in the treatment of 
psychiatric conditions. Our choice of ni- 
trous oxide as the pharmacological agent 
was prompted by three reasons: Firstly, 
nitrous oxide offers the most pleasant 
method of induction as far as the patient is 
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concerned. There is no feeling of suffoca- 
tion and no physical discomfort, which some- 
times accompanies the hyperventilation pro- 
duced by inhalation of carbondioxide. Sec- 
ondly, the psychological aftereffects of ni- 
trous oxide hypoxia are different from, and 
preferable to, those produced by inhalation 
of pure nitrogen. Thirdly, the great body of 
clinical experience with nitrous oxide, which 
has been used in hundreds of thousands of 


cases, is the best assurance for the safety 


of its use. Nitrous oxide does not produce 
the pronounced effects on the cardiovascular 
system that accompany the inhalation of car- 
bondioxide-oxygen mixtures. 

Comparing our technique of nitrous oxide 
administration with that of Rogerson(4), or 
Fogel and Gray (3), we felt that it would be 
valuable to retain the feature of rapid loss 
of consciousness, while it is desirable to 
avoid the risks of deep anzsthesia-hypoxia. 
If the inhalation of nitrous oxide is termi- 
nated before the stage of clonic contractions 
and extensor spasms is established, the brain 


‘is only subjected to a degree of hypoxemia 


that it can safely carry, especially if the 
anzsthesia is terminated within 2 or 3 min- 
utes. The fact that several of our patients 
have been given 4 treatments daily for sev- 
eral davs in succession without showing any 
signs of confusion or neurological involve- 
ment tends to demonstrate the complete re- 
versibihty of the changes in cerebral me- 
tabolism :and function that are caused by 
the short administration of nitrous oxide. 
Opinions are still divided as to the mech- 
anism of action of nitrous oxide on the 
brain. While some authors claim that the 
gas is inert and produces its effects merely 
through the exclusion of oxygen and the 
resulting hypoxemia(II), others insist that 
nitrous oxide has a specific anesthetic effect. 
The first theory is based on the observa- 


8 There have been many reports on neurological 
and psychiatric complications, as well as fatalities, 
following nitrous oxide anesthesia. Fletcher (12) 
has recently reviewed these untoward sequele. 
However, such complications will arise only if the 
hypoxemia is carried to a dangerous depth and 
maintained for long periods, that is, half an hour 
or even longer, as is often the case with surgical 
operations. It must zlso be remembered that the 
surgical patient is a poorer risk and that nitrous 
oxide-oxygen anesthesia is often combined with 
ether, thus adding a toxic factor to the hypoxia. 


* 
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tion that except for the brain no other organ 
or system in the body is affected by nitrous 
oxide. Whatever changes in circulation and 
respiration are observed can be explained as 
being secondary to hypoxemia. It is pointed 
out that nitrous oxide is about roo times 
more soluble in body fluids than oxygen and 
about 15 times more soluble than nitrogen 
(11). Consequently it rapidly "crowds out" 
the oxygen in the plasma. At the same time 
it is extremely rapidly eliminated from the 
organism because it does not combine with 
any body fluids nor attach itself to any cell 
components as is the case with the group of 
lipoid-soluble anesthetics. On the other hand, 
the difference of the psychological after- 
effects of nitrous oxide hypoxia as compared 
with those observed following pure nitrogen 
hypoxia tends to suggest a specific pharma- 
cological action of nitrous oxide on centers 
affecting the emotional sphere. It is not pos- 
sible at this stage to decide whether this ac- 
tion is due to primary stimulation of corti- 
cal or subcortical centers. Empirically one 
observes facilitation of cortical functions fol- 
lowing a short nitrous oxide anzsthesia. 

It is this facilitation of mental functions 
that makes the patient more accessible for 
psychotherapy and enables him to develop 
insight, The insight he achieves in this man- 
ner has been gained through reintegration of 
his conscious mental processes rather than 
through disinhibition or “dissolution” of cer- 
ebral processes in the sense of Hughlings 
Jackson. Narcoanalysis is based on the latter 
mechanism, 7. e., temporary depression of 
controling higher psychic functions. 

Other stimulants of the central nervous 
system, such as caffeine or benzedrine, fre- 
quently produce restlessness and insomnia, 
while nitrous oxide anesthesia has the pe- 
culiar effect of bringing about sedation ap- 
proximately 1 hour after the period of stimu- 
lation. The sleep during the night following 
nitrous oxide anesthesia is usually more 
restful. This phase of prolonged relaxation 
and sedation that follows a comparatively 
brief phase of stimulation may explain the 
therapeutic effect of nitrous oxide anzesthesia 
in acute manic states. It is to be noted that 
this phase cf sedation does not impair the 
individual's capacity to carry on with his 
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ordinary activities, so that the. treatment can 
be given to ambulatory patients. 

The method is presented as an adjunct 
to the therapeutic management of acute 
manic states and as an addition to the 
pharmacological “short cuts" in psycho- 
therapy. Complete loss of consciousness and 
cerebral hypoxemia are also features of in- 
sulin shock and convulsive shock therapy. 
While the physiological changes produced 
cannot compare in intensity with those of 
the shock treatments, the administration 
of nitrous oxide according to the technique 
described is safer, more convenient, and does 
not produce any disturbing aftereffects. 
Treatment of manic states with this method 
would avoid development of confusion and: 
amnesia often associated with electrical shock 
therapy. We are at present studying the 
therapeutic results in manic-depressive pa- 
tients who show early affective disturbances 
that have not yet produced a psychotic 
breakdown. The rapidity and ease with 
which the transitory facilitation of cortical 
functions can be achieved with nitrous ox- 
ide, and the associated feeling of well-being 
and increased self-confidence, may be valu- 
able factors at certain stages in the course of 
psychotherapy. 


CONCLUSIONS 


1. Previously described methods of in- 
halation anzsthesia and hypoxia in psy- 
chiatric conditions have been reviewed. 

2. A technique of nitrous oxide adminis- 
tration beyond the state of intoxication and 
avoiding the stage of deep hypoxemia has 
been described. | 

3. Physiological changes with this form of 
anesthesia are slight and the method may be 
considered safe. 

4. After the anesthesia, a period of facili- 
tation of mental processes is observed, 
which is followed by a period of relaxation 
and sedation. l 

s. During the phase of facilitation, the 
patient has a feeling of increaséd well-being 
and shows greater spontaneity, less resis- 
tance, and enhanced insight, often express- 
ing previously repressed ideational content 
and affects. 
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6. The oeriod of sedation lasts for several 
hours and is not associated with drowsiness 
or confusion. Sleep is usually improved the 
following night and other sedation is often 
unnecessary. . 

7. In states of acute manic excitement, re- 
peated daily administration of nitrous oxide 
has controlled and terminated the attack in 
some cases. 

8. Nitrous oxide hypoxia produces some 
of the.fea-ures of the "shock treatments" as 
well as of narcoanalysis, but it is safe, con- 
venient, and simple in administration and 
may be used in ambulatory patients without 
interruption of their ordinary activities. i 

9. The theories on the pharmacological ac- 
‘tion of nitrous oxide and the reason for its 
choice are discussed. . 
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LATE RESULTS NOTED IN CHILDREN PRESENTING 
POST-ENCEPHALITIC BEHAVIOR 


A ForrLow-u»P Stupy or Fiery Caszs! 


L. A. LURIE, M. D. J. V. GREENEBAUM, M.D., B. LEICHTENTRITT, M. D. 
AND | 
FLORENCE M.. ROSENTHAL 


Cincinnati, Ohio 


The Chil Guidance Home in Cincinnati 
began to study problem children in 1920. 
This was at the time when the great influ- 
enzal epidemic, which began in 1918, was 
ending and there was beginning recognition 
of possible sequelz in the form of encephali- 


tis, especially encephalitis complicated by 


personality changes and behavior disorders. 
The first case of this type was admitted to 
the Child Guidance Home for observation 
in July, 1920. Since then many more cases 
have been admitted. While their diagnosis 
has been comparatively easy to make, their 
treatment and disposition have been ex- 
tremely difficult. The latter has been espe- 
cially difficult because although institutional 
care is indicated in almost every case, the 
specific type’ of institution required for such 
cases is not available. State institutions are 
reluctant to accept them because these chil- 
dren do not fit in with their programs. On 
the one hanc, state institutions for the feeble- 
minded decline to admit these children be- 
cause as a rule they are not feeble-minded. 


State mental hospitals, on the other hand, 


also decline to admit them on the grounds 
that they are not prepared to take care of chil- 
dren. Thus, most of these unfortunates are 
left to the mercy of their environment. As 
early as 1924, Wimmer? predicted that 
“these children will no doubt in the future 
create a lot of trouble to the public institution 
for the care of difficult children.” The 
present report of the follow-up of 50 chil- 
dren presenting behavior disorders and per- 


1 Read at the Io2nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 

From The Child Guidance Home of the Jewish 
Hospital, Cincinnati, Ohio. l 

2 Wimmer, A.- Chronic Epidemic Encephalitis. 
Copenhagen, 1924. 


sonality changes following an attack of en- 

cephalitis tends to bear out this prophecy. 
The cases ? in this series were followed for 

periods ranging from 3 to 25 years, the 


. majority having been followed for more than 


15 years. Most of the patients are now. 
adults or late adolescents. 

Of the 50 children constituting this series, 
39 were boys and rri were girls and their 
ages at the time they were referred for study 
ranged from 4 to 19 years. The ratio of boys 
to girls studied at the Child Guidance Home 
has been in the proportion of 2 to 1. In this 
series the ratio is almost 34 to 1. This would 
appear to agree with the findings of other in- 
vestigators, namely that boys appear to be 
more apt to show post-encephalitic type of 
behavior and personality changes than girls. 
The 50 children were from an unselected 
series of 2500 children presenting all types 
of behavior disorders. This gives an inci- 
dence of 2%. | 

The exact age of onset of the disease was 
unknown in IO cases. Fifty percent of the 
known cases fall in the age range of 5 months 
to 5 years. The remainder are scattered over 
the remaining 14 years. 

Table I shows the types of encephalitis as 
ascertained from the medical histories. From. 
this it will be seen that the majority (27) 


were of the virus type, 14 of the toxic type, - 


and 9 of the traumatic type. 

The age range of onset of the behavior 
difficulty or personality change showed a 
rather wide scatter with two peaks, one up 
to 5 years and the other 6 to 9 years. The 
age of onset of the problem was not learnec 


: in 5 cases. 


In 40 cases the interval in years betweer. 


3 This paper is an elaboration of:a very brief 
presentation published in the Ohio State Medical 
Journal, Vol. 41, No. 11, November, 1945. 
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the onset of the illness and the time of onset 
of the problem was as follows: no interval 
or immediate onset in 36 cases; I year inter- 


val in 3 cases; 2 year interval in 2 cases; 4 


year interval in 2 cases; 7 year interval in 
2 cases; and one each at 9, IO, II, 12, I3 
year intervals. 

It is interesting to note that although be- 
havior disorders and personality *changes 
were noted immediately after the onset of 
the disease in most of the cases, not one of 
the 50 cases was referred for study during 
the acute phase of the illness. All were re- 
ferred at much later dates when persistent be- 
havioral or personality difficulties caused 


TABLE I 
TYPES OF ENCEPHALITIS 
I. Virus Type. 
I, Polioencephalitis ............ 4 
2. Lethargic encephalitis ....... 7 
3. Influenza encephalitis ........ 6 
^4. Measles encephalitis ......... 
5. Chicken pox encephalitis ..... I 
6. Virus encephalitis of unknown 
OFIEI copus ocede UE Ee Es 
27 
II. Toxic Type i 
1. Diphtheritic encephalitis ..... 2 
2. Scarlet fever encephalitis..... 2 
3. Pneumonia encephalitis ...... I 
4. Whooping cough encephalitis. 3 
5. Meningoencephalitis ......... I 
6. Other toxic conditions of un- 
Inowmofgln-o voc v es 5 
I4 
III. Traumatic Type .......... eere. 9 
Total 50 


them to present problems to their parents or 
to their communities. In only 5 cases had 
the patterns of behavior shown by these chil- 
dren been recognized as causally related to 
the previous attack of encephalitis. 

The mzjority of the children were referred 
for more than one type of behavior disorder. 
These ranged from such simple behavior 
complaints as incorrigibility, truancy and 
temper tantrums to the more severe.types of 
antisocial behavior in the form of sexual 
misconduct, stealing and other delinquent 
and criminal acts. In addition some pre- 
sented serious abnormal types of behavior 
such as extreme restlessness, wanderlust, de- 
lusions, hallucinations and other psychotic 
manifestations. 
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According to the results of psychometric 
tests made on admission, 2 children in this 
series rated superior, 16 were of average in- 
telligence, 11 were subaverage, 7 rated bor- 
derline, and only 14 were feeble-minded. 
Psychometric examinations were repeated in 
44 cases several years after their dismissal 
from the Child Guidance Home. The I.Q.’s 
remained the same in 9 cases, improved in 
one case, and deteriorated in 34 cases. 

Neurological findings were present in all 
but 9 cases. In 24 cases there were pyram- 
idal signs, in 9 cases, extrapyramidal signs, 
and in 16 cases, ocular symptoms. Two chil- 
dren had persistent petit mal attacks and 5 
suffered from grand mal seizures, Four 
children showed typical Parkinsonism. 

At tne Child Guidance Home every child is 
typed on a special personality chart. Thirty- 
seven: of the children (74%) in this series 
received a uniform personality rating which 
was fairly distinctive and characteristic. In 
general these children were suspicious, im- 
pulsive, egocentric and selfish. They exhib- 
ited violent temper tantrums and were ex- 
tremely obstinate. Emotional instability, 
unreliability, and lack of initiative were out- 
standing short-comings. They lacked ability 
to concentrate and showed little or no self- 
control. Impulsiveness, lack of power of in- 
hibition, extreme distractibility and unpre- 
dictability of behavior were the dominant 
personality traits. 

The remaining 13 children received a 
nondescript personality rating in which the 
various characteristics enumerated above 
were not uniformly present. | 

The abnormal patterns of behavior which 
these children exhibited can be readily di- 
vided into three groups (1) simple be- 
havioral disturbances, (2) psychopathic be- 
havior and (4) psychotic behavior. 

Group r.——The children who came under 
the behavioral classification were restless 
and hyperactive and exhibited temper tan- 
trums. They were noisy and domineering. 
Aggressiveness was an outstanding symptom. 
Stealing, lyirg and running away were fre- 
quent occurrences, Enuresis was often pres- 
ent. These children were extremely difficult 
to control. An example of this group is the 
following case report: 


Billy, aged 10, was admitted to the Child Gui- 
dance Home for the first time in June, 1941, be- 
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cause he was unable to adjust either at home or 
at school. He felt that everyone picked on him 
and in turn his classmates complained that he hit, 
pinched and bit them. 

According to the social history, the father and 
mother were incompatible. The father drank 
heavily and consorted with other women. The 
mother appeared to be a rather stable person, who 
considered herself responsible for the support of her 
family because of her husband’s incompetence. Her 
‘attitude toward the child was one of over protec- 
tiveness, and toward her husband one of resigned 
indifference. She worked during the day and the 
father worked at night. Consequently, the boy had 
very little supervision and very little association 
with his parents. The father felt that Billy’s prob- 
lems were entirely due to the family situation. He 
stated that he, the father, was the only one to whom 
the boy had ever been really attached. The con- 
stant friction in the home made for a tense, unhappy 
situation. The boy received neither love nor affec- 
tion from his parents and felt markedly insecure. 
Of significance in the boy's medical history was 
the fact that he had had a severe attack of measles 
early in infancy which was complicated by a bila- 
teral otitis media. 

At the Child Guidance Home the physical and 
neurological examinations were found to be essen- 
tially normal. The boy had an intelligence quotient 
of 121. He was hyperactive, restless and concen- 
trated poorly. He was unable to get along with 
the other children and did not hesitate to throw 
rocks at them without any apparent cause. He was 
a poor sport and a coward. The children heartily 
disliked him and kept out of his way as much as 
possible. In psychiatric interviews the boy talked 
quite freely. He told about his home situation and 
said that he had been moved around a great ceal. 
He admitted that he could not get along with chil- 
dren at school and said that sometimes they called 
him “sissy.” This was because he would cry and 
run away if he found that he was getting the worst 
of any situation. He thought it might help if he 
were bigger and stronger and better able to stand 
up for himself. He stated that he did not want to 
live with either one of his parents alone. What he 
really wanted was to have a normal home with 
both parents present. He was well aware of the 
friction between his parents and was unhappy about 
this. The boy appeared to have fair insight into his 
condition. His lack of security and feeling of in- 
feriority were very evident. 

The diagnosis at this. time was that most of 
Bily's difficulties were due to faulty parent-child 
relationships. It was recommended that the boy 
be placed in a good boarding home where he would 
receive the love and affection of which he had been 
deprived, and where he could develop a feeling of 
security. The recommendation was carried out. 
However, despite intensive social therapy, the boy 
did not adjust in any boarding home. He was then 
placed in a children’s home where he also failed to 
adjust. The children’s home asked that the boy be 
readmitted to the Child Guidance Home for further 
study. The physical and neurological findings at 
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this time were approximately the same as at the 
time of his previous study. His intelligence quotient 
was still r2r and his social quotient 103. Billy’s be- 
havior reactions followed the same pattern except 
that they were more extreme. He was provocative. 
restless and aggressive, had a short attention span. 
was undependable, destructive and slovenly about 
his person. The boy stole and tried to lie out of 
every situation, A Rorschach test made for the 
first time gave strong evidence of cerebral damage. 
His rating on the personality chart was character- 
istic of the post-encephalitic. The electroencephalo- 
graphic tracing, however, was normal. On the basis 
of the present findings and the medical history of 
a severe attack of measles early in infancy com- 
plicated by a bilateral otitis media, it was feit that 
the boy was presenting a post-encephalitic type of 
behavior. The unwholesome home situation and the 
faulty parent-child relationships were also contrib- 
utory but only in the sense that they had deter- 
mined the trend or direction of the antisocial be- . 
havior. A recommendation for special institutional 
placement was made, but this could not be carried 
out as there was none available. Billy was therefore 
returned to a children's home and placed in a cottage 
with older boys. There he again presented so many 
difficulties that the children’s home refused to keer 
him. The only other available placement was a 
school for delinquent boys, where he was placed. 
There he proved to be most difficult. He ran 
away repeatedly and after a short time, had to be 
taken home by his mother. Then the neighbors 
began to report that he had stolen, pulled the main 
light switches in apartment buildings, and rang 
apartment doorbells late at night. They became 
so upset by his behavior that they went to court, 
demanding that drastic measures be taken. His 
teachers also stated that he was the worst problem 
they had ever encountered. In court, the mother 
promised to send the boy to a military school. After: 
a brief stay there, the military school refused to 
keep him. The child was again brought before the 
court and at the court’s request, he was readmitted 
once more to the Child Guidance Home for further 
study. At this time the neurological examination 
showed some positive findings: right internal stra- 
bismus with bilateral nystagmus, general muscle 
weakness with beginning atrophy of the muscles 
of the right forearm, and absent abdominal reflexes. 
The boy’s intelligence quotient had dropped to 108. 
His behavior at the home was extremely belligerent 
and he was abusive to the other children. He ran 
away several times and proved to be a noncon- 
formist in every way. Psychiatric interviews were 
not very productive as it was difficult to make 
satisfactory rapport with him. He bragged about 
his escapades and stated constantly that he had 
"done nothing wrong" and that everyone else was 
to blame for his difficulties. Although he had been 
in many serious difficulties he minimized these and 
refused to admit that he had committed any wrong. 
The mother, too, in interviews, took the same atti- 
tude as Billy. She felt that he had not been given 
a fair chance and that in most of the difficulties in 
which he had been involved, he was not to blame. 
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All who observed the boy felt that he was poten- 
tially dangerous and that in order to protect society 


it was necessary to institutionalize him. The only: 


available placement was a hospital for the mentally 
ill, where he was admitted late in 1945. 


CoMMENT 


This case illustrates the insidious nature 
of the disease in a boy whose behavioral dif- 
ficulties at first appeared to be due entirely 
to faulty personal and interpersonal family 
relationships. However, on repeated exam- 
inations made over a period of years, it be- 
came apparent that his continued antisocial 
behavior was on an organic basis. Further- 
more, despite the fact that there was no his- 
. tory of an attack of encephalitis, the history 
of a severe attack of measles complicated by 
a bilateral otitis media plus neuropathological 
findings and the distinctive pattern of the 
boy's betavioral reactions permitted the diag- 
nosis of post-encephalitic behavior disorder. 

Group 2,—Of those who presented psy- 
‘chopathic types of behavior, some were 
phlegmatic and apathetic and apparently in- 
different to what was going on around them. 
They gave the impression of being dull in- 
tellectually. even though their intelligence 
quotients as shown on the psychometric tests 
were normal or above normal. They were 
asocial and made very little effort to enter 
into group activities. They concentrated 
poorly and were either unable or unwilling to 
carry out instructions. The majority of this 
group, however, were extremely restless, 
hyperactive and lacked ability to concentrate. 
In many instances, they were vicious, cruel 
and apparently deliberately abusive to other 
children. The unpredictability of their be- 
havior was outstanding. Night terrors, sleep 
walking, respiratory difficulties, food fads, 
habit tics were frequent complicating symp- 
toms. Case 2 is illustrative of this group. 


William, a white boy age 13, was admitted to 
the Child Guidance Home in January, 1930. The 
reason for his referral was that he had been in- 
volved in petty thefts and truancy for a long time. 
The social history revealed that he was an instru- 
mental baby, the mother dying in childbirth. The 
father was alcoholic, and was killed by a train when 
William was 2 years of age. At first he was cared 
for by maternal aunts and later boarded out. There 
was little material available regarding his early de- 
velopmen:al history. It was noted, however, that 
‘the boy had suffered from various acute infectious 
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diseases in infancy and early childhood with con- 
tinuous middle ear involvement. 

The physical examination made at the Child Gui- 
dance Home was essentially normal except for a 
bilateral otitis media, with a hearing loss of ap- 
proximately 50% in both ears. The neurological 
examination revealed many positive findings in the 
form of unequal pupils and pyramidal tract signs. 
His intelligence quotient was 109. 

At the home, William proved to be a friendly boy 
who was liked by everyone because of his frankness’ 
and willingness to be of service. It was noted that 
he was emotionally unstable, socially immature and 
showed a marked feeling of insecurity. He was 
unable to carry out his good resolutions, although 
he apparently tried very hard. He wrote well, was 


^a good musician and a leader in the club activities. 


He loved the Child Guidance Home and begged to 
be allowed to remain permanently. The boy talked 
freely and willingly in psychiatric interviews. He 
made good rapport with the psychiatrist and social 
workers. He appeared to have some insight into 
his condition. He admitted that he was weak-willed, 
had many fears and always needed someone on 
whom he cculd lean. New experiences particularly 
frightened him. At this time it was felt that despite 
the fact that the boy was suffering from an organic 
involvement of the central nervous system .of un- 
known origin, the unfortunate early conditioning 
had made the boy antisocial. It was therefore rec- 
ommended thet he be placed in a school where he 
would be under strict disciplinary care, and at the 
same time receive psychotherapy. This recom- 
mendation was not carried out and he remained 
with the aunt with whom he had been living. How- 
ever, kis truancy from school became such a prob- 
lem that, at the insistence of the attendance depart- 
ment, the aunt placed him in a private military 
school where he remained for some time. Returning 
to his aunt ior his summer vacation, he immediately 
got into trouble. He was charged with stealing, 
attacking a five-year-old girl, and driving a stolen 
car to a far distant city. He was then cited to court. 
Before he could be tried, the aunt returned him 
to the military school, but he ran away almost im- 
mediately, returning to Cincinnati, where he lived 
at several different hotels giving fictitious names, 
and leaving the hotels without paying. Again the 
boy was brought ‘into court and referred to the 
Child Guidance Home for another period of 
observation. 

Here it was noted that with the exception of the 
chronic otitis media which had become worse, alh 
ofthe other physical examinations were essentially 
the sarne as on the first examination. The boy was 
still friendly and very gregarious. However, he 
concertrated poorly, was unreliable and irrespon- 
sible. In psychiatric interviews, the boy’s extreme 
immaturity was apparent; likewise, his poor con- 
centration and inability to follow through. He ad- 
mitted being weak-willed and said that he readily 
followed any leader and so became involved im 
trouble. He stated that he was more restless that» 
he had ever been and just wanted to run away from» 
everything. Everybody and everything irritated! 
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him and he felt at times that he could not control 
himself. In one interview he said, "I'm afraid of 
the beginning of everything and afraid I can't 
do it. I like people after I'm with them and I 
get along with them. I'm unhappy. I don't like 
being on my own and I always get into trouble 
where I am." This time the diagnosis was that the 
boy's behavior problems were due in part to an 
organic brain involvement probably as a result of 
-some acute infectious disease, which had been com- 
plicated with an encephalitis. The recommendation 
for custodial care in a special kind of institution, 
equipped to care for him for life, was recommended. 

Again- the recommendation was not carried out. 
Shortly thereafter, word was received that the boy 
had been arrested in Los Angeles, where he was 
committed to the Preston State School. Later in the 
year, William returned -to Cincinnati. Following 
this, his aunt again placed him in a military school 
from which he promptly ran away. 

William's history from then on was a repetition 
of what had gcne on before. He refused to stay in 
any one place, held jobs for just a few days, in- 
curred debts, stole and burglarized. During the suc- 
ceeding years, he was in the City Workhouse, the 
Boys’ Industrial! School (State Reformatory) and 
Federal Reformatory, where he is at present. 


COMMENT 


When first seen at the age of 13, the diag- 
nosis of post-encephalitic behavior disturb- 
ance was not made in spite of the presence of 
neurological findings and a chronic discharg- 
ing ear. However, subsequent observa- 
tion of the boy's behavior proved that the 
organic brain changes, encephalitic in nature, 
were basically responsible for his intracta- 
ble and irreversible psychopathic behavior. 

Group 3.— Those children who were clas- 
sified as psychotic showed severe disorgan- 
ization of cerebral function. They were 
careless of their personal appearance and 
were slovenly in all their habits. Moodiness, 
crying spells and irrelevant chatter were 
often noted. Outbursts of screaming and 
causeless laughter were also often present. 
Occasionally hallucinatory phenomena were 


in evidence. These children had no insight. 


whatsoever into their condition. It was im- 
possible to control them and they would be- 
come violent when thwarted. Some refused 
to wash, bathe or change their clothes, very 
often insisting on going to bed in the clothes 
they had worn during the day. Rapport with 
them was impossible. Their behavior was 
comparable in many respects to that of the 
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hypomanic. Àn example of this group is the 
following: 


Roy was admitted to the Child Guidance Home 
in February, 1927, at the age of 13 years. It was 
stated that the boy had been a behavior problem for 
2) years. The social history revealed that the father 
had been in poor health for many years, and that 
the mother was nervous because of worry over her 
son's conduct. She helped support the family by 
conducting a small notion store. 'They had been 
independent until just recently when they were 
forced to ask for financial assistance from a local 
social agency. There were 4 siblings, 3 boys and 1 
giri, all in good health and doing well at school. 
They presented no behavior problems. The develop- 
mental history showed that Roy's birth and early 
development had been normal. He had had chicken 
pox, measles and whooping cough. The boy had an 
attack of acute epidemic encephalitis at 9 years of | 
age. 

At the Child Guidance Home the physical ex- 
amination was essentially negative, but there were 
positive signs of pyramidal tract changes. The boy 
had an intelligence quotient of 122. From the 
moment he entered the home it was noted that he 
was extremely diiicult to control. He was impul- 
sive, egocentric, depressed and suspicious. He ex- 
hibited violent temper tantrums during which he 
was unmanageable. His emotional instability was 
marked. The children obviously annoyed him and 
he did not hesitate to bite pieces out of their arms 
and legs when he became angry. There was no 
one with whom he could get along. He was ex- 
tremely irritable and, a serious sex problem. His 
whereabouts were never known since he ran away 
5 and 6 times a day. There was no way ot appeal- 
ing to him or obtaining his cooperation. He did as 
he pleased and did not hesitate to destroy or injure 
anything or anyone in his path. He had unusual 
physical strength and on one occasion tore a ‘tie 


. off one of the children. In forcibly removing the tie 


he almost choked the boy. There were times when 
Roy appeared to be tractable and affectionate. At ` 
such times he would put his arms around anyone at 
the home and act in a tender and loving manner, 
but a moment later his mood would change and he 
would try to injure the object of his former afec- 
tion. Such bizarre behavior as plucking hair from 
a child’s head or sticking another with pins was 
of frequent occurrence. He could not be left alone 
with the other children and because of his unusual 
physical strength, no adult person at the home was 
able to handle him alone. The children were in 
mortal terror of him. In psychiatric interviews, 
contacts were on an extremely superficial level be- 
cause of the boy’s apprehensiveness, antagonism 
and unwillingness or inability to respond. Attempts 
to reassure him and to get him into a more respon- 
sive frame of mind were unsuccessful. In most of 
the interviews he refused to answer at all and would 
sit with his head in his lap. Occasionally he spoke 
about his family. He was bothered about the poor 
economic conditions in his home. He felt that his 
mother did not have enough money to take care of 
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the family properly. He showed many fears, par- 
ticularly of the laboratory tests. There was no evi- 
dence of delusions or hallucinations. 

It was Zelt that the boy had had an attack of 
lethargic encephalitis with resultant psychiatric dis- 
turbances, principally in the sphere of volition. It 
was recommended that he be institutionalized. The 
parents were both ununderstanding and uncoopera- 
tive, and made no attempt to carry out the recom- 
mendation. A year later the mother reported that 
the boy had been committed to the Boys’ Industrial 
School (a state correctional institution) as a result 
of conviction on a charge of assault and battery. 
The boy's record at the industrial school was very 
bad. He did not adjust in any way. He was paroled 
in March, 1929, and returned to his home. A short 
time later he was arrested and sent to a state hos- 
pital for the mentally ill where the same diagnosis 
as that given at the Child Guidance Home was 
- made. Later in the year, another report from the 
hospital stated that he had become much more dif- 
ficult, was quarreling with the other patients, at- 
tacking them and threatening everyone with assault. 
In October, 1931, the state hospital reported that 
Roy was home on trial visit. He was attending 
classes in high school. However, after being home 
for 8 morths, he had to be returned to the hospital 
because the family could not control him. Each 
year Roy's behavior has become more difficult. In 
January, 1946, at the age of 32, he was still in the 
state hosp:tal where it was reported that his be- 
havior was both bizarre and unpredictable. His in- 
telligence quotient was still 122. 


COMMENT 


This case illustrates the psychotic sequela 
of lethargic encephalitis. In this instance 
there has been no intellectual deterioration 
even though the condition has existed ap- 
proximately 20 years. 

As stated above, these children have been 
followed for periods ranging from 3 to 26 
years, the majority having been followed 
for more than 15 years. Their present age 
range is from IO to 43 years. 

In the great majority of the cases, various 
types of social and medical therapy have 
been tried in order to bring about a social 
adjustment or at least an amelioration of the 
symptoms. The results have been highly 
disappointing. Only 9 of the 50 cases are at 
present adjusted. | 

In the group of adjusted children, there 
were 6 boys and 3 girls. The onset of the 
illness occurred in infancy in 2 cases, in 2 
at 3 years, in I each at 4, 5, and 7 years, and 
in 2 at 8 years. Behavior difficulties ap- 
peared immediately after the illness in 7 
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cases, in One IO years after the illness, and 
in one II years after the illness. Seven had 
had the virus type, 1 the toxic, and 1 the trau- 
matic type cf encephalitis. No cases were 
referred at <he immediate time of onset of 
the problem, the time of referral varying 
from I to 13 years afterwards. These cases 
were followed for periods ranging from 4 
to 22 years. 

Six of the children had positive neurologi- 
cal firdings. One developed epilepsy. At 
the time of admission, 2 of the children had 
normal intelligence, 3 subaverage, 1 border- 
line, 2 were morons and I was an imbecile. 
However, only 2 on later retests showed in- 
tellectual deterioration and this was very 
slight. Four (3 boys and r girl) had the 
typical personality makeup of the post- 
encephalitis as determined on the Child 
Guidance Home’s personality rating chart. 

These children made a fairly good adjust- 
ment while at the Child Guidance Home. To 
a certain extent, they were amenable to reason 
and to discipline. However, they were 
markedly restless and lacked ability to con- 
centrate. Their attention span was extremely 
short. For the most part they preferred be- 
ing by themselves and did not become a part 
of the group. Psychiatric interviews were 
productive of good results as rapport was 
fairly good. They appeared to have some in- 
sight into their condition and were thus able 
to state, meny pertinent facts regarding their 
illness. From the standpoint of their pat- 


terns of behavior, 4 were classified as psycho- 


pathic, 1 as psychotic, and 4 as behavioral 
problems. Three children were placed in 
institutions where they have adjusted very 
nicely. Six children have adjusted in the 
community. In fact, 5 boys and I girl served 
in the armed forces with good records. One 
of the girls and one of the boys are now 
married. 

Forty-one of the 50 children studied have 
remained unadjusted. Of this number, 32 
were boys and 9 were girls. The onset of the 
illness occurred in infancy in 17 cases, be- 
tween the ages of 3 and 5 in 13 cases, be- 
tween the ages of 6 and ro in Io cases, and 
at the age of 18 years in I case. The be- 
havior problems were in evidence immedi- 
ately after the illness in 29 cases, and in 3 
cases, I year after the illness. In the re- 


` 1947] 


maining 9 cases, the time of onset of the 
behavior difficulties ranged from 14 years 
to 12 years after the illness. Twenty had 
been diagnosed as the virus type, 13 the 
toxic, and 8 the traumatic type of encephali- 
tis. Only 1 case was referred at the time of 
the onset of the problem, the others being 
referred from I to 16 years later. These 
' cases have been followed for pus ranging 
from 2 to 26 years. 

In many of these children dried physical 
disturbances, such as chronic otitis media, 
tuberculosis, cardiac involvement and ne- 


phritis, were found. In addition, 30. showed : 


positive neurological findings. The findings 
were both of the pyramidal and extra- 
pyramidal type. Four presented the Parkin- 
son syndrome and one suffered from oculo- 
gyric crises. Thirteen developed convulsive 
disorders. 

At the time of their first admission to the 
Child Guidance Home, 2 of the children had 
superior intelligence, 15 rated average, 7 
subaverage, 6 borderline, 7 were morons and 
4 were imkeciles. Retests of these children 
many. years later showed that intellectual de- 
terioration had occurred in 32 cases. In 
some the deterioration was very severe. 
When rated on the personality chart, 33 of 
the 41 were found to have the typical per- 
sonality makeup of the post-encephalitic. 
The remainder received atypical personality 
ratings. 

A]I these children had made a poor adjust- 
ment at the Child Guidance Home. They 
could not get along with anyone, were ag- 
gressive, restless, showed poor coordination, 
and lacked the ability to concentrate. Their 
later conduct in general was characterized by 
their lack of conformity, running away re- 
peatedly, and failure to profit by experience 
or from instruction. Psychiatric interviews 


were unproductive. The children appeared : 


to be inaccessible and all showed complete 
lack of insight into their condition. From 
the standpoint of their patterns of behavior, 
II fell in the psychotic group, 19 in the 
psychopathic group, and 11 in the behavioral 
group. Institutional placement had been 
recommended in all of these cases. The re- 
ports from the institutions where most of 
the childrer. were placed are that they have 
all failed to adjust. Those children who 
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were not institutionalized and are still in 
their homes, are presenting marked be- 
havioral problems. 

Comparison of the adjusted and unad- 
justed groups reveals some rather signifi- 
cant differences. In the unadjusted group 
there is a preponderance of the toxic and 
traumatic forms of encephalitis. Severe 
neurological sequela were also more preva- 
lent, 13 of the children in this group having 
developed convulsive seizures in contrast to 
but 1 in the adjusted group. 

A very noticeable and significant differ- 
ence between the two groups was the much 
greater number of children in the unad- 
justed group who showed intellectual de- 
terioration ; specifically 32 (78%) in the un- 
adjusted group compared with only 2 (2296) 
in the adjusted group. 

Another significant difference was the 
proportionately larger number of children in 
the unadjusted group who had the typical 
personality characteristic of the post-en- 
cephalitic. There were 33 (80%) in the un- 
adjusted group in contrast to 4 (44%) in 
the adjusted group. - 

There was.considerable difference in the 
two groups from the standpoint of types or 
patterns of behavior. The number of chil- 
dren exhibiting psychopathic and psychotic 
behavior was far greater in the unadjusted 
group, 73% compared to 55% in the ad- 
justed group: This was especially noticeable 
in the number showing psychotic reactions. 

Lack of insight and accessibility to psy- 
chiatric approach was much more pro- 
nounced in the unadjusted group than in the 
adjusted group. 


DISCUSSION 


Encephalitis illustrates better than any 
other disease that changes in the structure 
of the brain may lead to changes in function. 
Since the encephalitic process may attack any 
part of the brain, the disorganization of func- 
tion will correspond to the level or levels o? 
the brain stem involved. Hence, vegetative, 
motor or intellectual dysfunction either alone 
or in combination may be present. 

There is considerable diversity of opinion 
regarding the genesis of the psychopath- 


ological train of events. According to some 
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investigators, the encephalitis merely brings 
out character defects and abnormal person- 
ality traits that were already present but had 
been dormant. ` 

According to others, encephalitis does not 
necessarily accentuate the premorbid per- 
sonality. “The tragic feature of encephalitis 
is personality change, not personality exag- 
geration," * This belief seems to be borne 
out by the fact that the psychopathological 
after effects of encephalitis are much more 
pronounced in patients affected early in life. 
From ou- study, it would appear that the 
younger the patient affected by the disease, 
the greater: the likelihood of psychiatric 
sequela. In 50% of our series of cases, the 
_age of orset was under 5 years. 

This brings up the question of the inci- 
dence of such after effects; Bender? re- 
ported 55 cases of encephalitis in a series of 
4000 children with all types of behavior dis- 
orders. This is an incidence of 1.4%. 

Our series of 50 cases was culled from a 
group of 2500 children showing all types 
of behavior disorders which gives an inci- 
dence of 296. From our more recent ex- 
perience with post-encephalitic type of be- 
havior wre feel that the disease, as a compli- 
cation of acute infectious and contagious 
diseases of children, is frequently overlooked. 
One of the reasons for this may be the fact 
that the neurological examination is very 
often entirely negative. Another reason, 
and probably a more potent one, is the fact 
that in the great majority of cases, there is 
no history of an attack of encephalitis. It is 
only when the medical history of the child, 
as well as his behavioral reactions are care- 
fully scrutinized and evaluated from the 
standpoint of a possible encephalitic episode 
complicating an acute infectious or con- 
tagious disease occurring in the first decade 
of life, that the condition becomes apparent. 
Weare in agreement with Bender * that “The 
diagnostic criteria for encephalapathic be- 
havior disorders are now considerable. Even 
without the history of a specific etiological 
factor or evidence of the specific (neuro) 
pathology, the diagnostic methods which may 


4 Neal, Josephine B. Encephalitis—A Clinical 
Study, p. 356. l , 
- 5 Ibid., p. 368. 

6 Ibid., p. 379-380. 
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be applied to fields of behavior are sufficien 


to establish a diagnosis.” 


Furthermore, tke longer a case is fol 
lowed, the more characteristic the clinica 
picture becomes. Very often where only : 
suspicion of the condition was originalh 
noted, re-examination years later easily estab 
lished the correctness of the tentative diag 
nosis. As time goes on the pattern o 
behavior and characteristic — personalit 


structure become more clear cut and path 


ognomonic. The first 2 cases cited in thi 
report illustrate this point very clearly. I 
these facts are borne in mind, many inor 
cases of incorrectable behavior disorders anı 
irreversible personality changes will be founi 
to fall into this category. 


SUMMARY AND CONCLUSIONS 


A report on the follow-up study of 5c 
children presenting behavior disorders anc 
personality changes following an attack o: 
encephalitis is presented. | 

The cases were followed for periods rang 
ing frcm 4 to 26 years, the majority having 
been followed for more than 15 years. 

Of the 50 children constituting this series 
39 were boys and 11 were girls, a ratio o: 
more than 3 to 1. This tends to bear out the 
findings of other investigators that boys arı 
more apt to show post-encephalitic type o: 
behavior and personality changes than girls 

The 50 children composing this serie 
were taken from an unselected series of 250 
children presenting all types of behavior dis 
orders. This represents an incidence of 2% 
and indicates that the condition is by m 
means rare, The diagnosis will be made witl 
even greater frequency once it is retog 
nized that it can be made on the basis of th 
characteristic behavior reactions and person 
ality changes even without a specific histor 
of a previous attack of encephalitis or th: 
presence of neuropathological changes. 

The age range of onset was in the firs 
decade of Efe in 49 of the cases, 5096 occur 


- ring before the age of 5 years. Furthermore 


the younger the patient when affected by thi 
disease, the greater the likelihood of psy 
chiatric sequela. 
The types of. encephalitis as ascertaine 
from the medical histories showed that th: 
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majority (27) were of the virus type, 14 of 
the toxic type, and 9 of the traumatic type. 

In the great majority of the cases (36) 
the behavior difficulty or personality change 
was noted immediately following the at- 
tack of encephalitis. In spite of this, most 


of the cases were referred for study many 


years after the onset of the illness. 

The majority of the children were re- 
ferred for more than one type of behavior 
disorder. These covered the usual range of 
problems ordinarily studied at child guidance 
clinics. The abnormal patterns of behavior 
which these children exhibited could be 
readily divided into 3 groups (1) simple be- 
havioral disturbances, (2) psychopathic be- 
havior, and (3) psychotic behavior. 

When these children were first studied, 14 
were found to be feeble-minded and seven 
rated borderline. The remainder were either 
of average or superior intelligence. Forty- 
four of the children were retested several 
years later. The I.Q.’s remained the same in 
9 cases, improved in I case, and deteriorated 
in 34 cases. The frequency of. intellectual 
deterioration is worthy of note as it seems 
to refute the prevailing belief that the most 
severe and lasting damage is in the emotional 
sphere in contrast to the preservation of the 
intellect. 

Neurological findings.were present in all 
but 9 cases. These were both of the pyram- 
idal and extrapyramidal type. Ocular symp- 
toms were present in 16 cases. Two chil- 
dren had petit mal attacks and 5 suffered 
from grand mal seizures. ^ Four chil- 
dren showed symptoms of Parkinsonism. It 
should be ncted that in some cases, the neu- 
rological findings appeared many years after 
the onset of the behavior difficulties. 

Thirty-seven (74%) of the children in 
this series had a uniform and characteristic 
personality structure. In all the cases there 
was an underlying basic uniformity to their 
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patterns of behavior which was fairly 
characteristic. 

Only 9 of the 50 children have made a 
fairly satisfactory social adjustment; this 
despite the application in the majority of 
cases of the best available medical, psychia- 
tric and social therapeutic techniques. 

The 41 children who failed to make satis- 
factory social adjustments differed in cer- 
tain fundamental respects from the 9 who 
did adjust. Among these differences may 
be mentioned (1) the preponderance of the 
toxic and traumatic forms of encephalitis in 
the unadjusted group; (2) the greater 
number of neurologic sequela such as con- 
vulsive seizures, Parkinsonism and psy- 
choses in the unadjusted group; (3) the pro- . 
portionately larger number of children in the 
unadjusted group who showed intellectual 
deterioration; and (4) the larger number of 
children in the unadjusted group who showed 
the characteristic personality make-up of the . 
post-encephalitic. These criteria, therefore, 
furnish a possible prognostic basis for the 
determination of the ability of the child 
showing post-encephalitic behavior to adjust 
socially. - E 
" It is important that this-condition be rec- 
ognized if for no other reason than that the 
blame for failure to secure good results may 
be placed where it belongs. The failure of 
social therapy and psychotherapy in these 
cases cannot be attributed to faulty social or 
psychiatric techniques. Rather, such failure 
indicates that the problem of the child pre- 
senting post-encephalitic behavior disorders 
or personality changes is not solely one of 
psychopathology and psychodynamics. The 
psychopathological symptoms are primarily 
the results of the neuropathological changes 
and it 1s our present inability to correct the 
latter which accounts for the failure of treat- 
ment. These cases illustrate very pointedly 
the relation of function to structure in hu- 
man behavior. i 
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Throughout man's history wars have been 
fought in which prisoners have been taken, 
herded together in confinement, maltreated 


and starved without knowing when, if ever,. 


release would come. Although such events 
offered unusual opportunities for  psy- 
chological study, very little on the subject is 
available in the literature. After World 
War I Vischer(1) published general ob- 
servations of the behavior and reactions of 
large groaps of allied soldiers in various 
German prison camps but included no de- 
tailed or individual personality studies. Sev- 
eral personal narratives of soldiers have also 
been published(2-9) but, according to a 
. comment by Kinnear Wilson in 1919(1) 
“o... | what is- wanted is expert evidence 
on the mazter . . . . none of the British nar- 
ratives give any research on this point car- 
ried out by experts and perhaps the oppor- 
tunity has been lost.” A statistical survey 
of abnormal findings among Americans who 
survived imprisonment by the Japanese has 
been published(1o) as well as the observa- 
tions of a social worker who worked. with 
American prisoners after repatriation from 
` Japanese prison camps(rir). Other brief 
notes on the effects on British soldiers of im- 
prisonment by the Germans have also ap- 
peared(12, 13). The present study has at- 
tempted to utilize, in part, the opportunities 
for investigation provided by the recent con- 
flict in tke Pacific. By a detailed study of 
individue; behavior before, during and after 
an experience of extreme environmental 
stress it was hoped that disturbances which 
occur under the ordinary circumstances of 


1 Read at the rio2nd annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
May 27-30, 1946. 

From the oth General Hospital, United States 
Army, The New York Hospital, and the Depart- 
.ments of Medicine and- Psychiatry, Cornell Uni- 

versity Medical College, New York, N. Y. 


180 


life during efforts to deal with adverse 
situations might be illuminated. . 

The first recapture from the enemy of a 
large group of Allied prisoners of war of 
the Japanese occurred when the Americans 
invaded Luzcn in January 1945. The ap- 
proximately three years of captivity of this 
group constituted an unusual experiment of 
nature which might serve to point up suf- 
ficiently the various devices used by differ- 
ing personalities under stress so that the dy- 
namics of emotional disorders might be bet- 
ter understood. The traumatic stimulus was 
an unusually strong one, the circumstances 
to which the men were subjected were fairly 
uniform, and the men themselves although 
coming from widely differing economic levels 
were of approximately the same anthropo- 
logic background and had roughly the same 
sets of social standards and values. 


METHOD 


| Thirty-five individuals selected at ran- 
dom from.the group of prisoners of war 
liberated in Luzon were studied, as well as 
5 others later freed in Japan. The group 
comprised 34 men and one woman. There 
were cne Dutch and 6 British soldiers, 2 
United States sailors, 2 United States ma- 
rines, I4 United States soldiers, one United 
States Naval officer, 8 United States Army 
officers, and one United States Army nurse. 
These subjects were observed during the 
period from 3 to 20 days following their re- 
lease from imprisonment. In order to make 
the evaluation as objective as possible ob- 
servations were made individually by each 
author and the data in each case consolidated 
later. Eight of the patients were further ex- 
amined after intravenous injection of O.5 
grams of sodium amytal. 

Since their return home it has been pos- 
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sible to follow two-thirds of these subjects 
by either personal interview or letter. 

In addition to the detailed personality 
studies of the 35 individuals a general survey 
was made cf the patterns of reaction among 
all the prisoners from the testimony of the 
individuals studied in detail. Three of the 
latter were doctors who cared for the pris- 
' oners throughout their captivity. 


THE STIMULUS 


The hostile landing of the Japanese on 
Luzon Island in the Philippines occurred 
December 9, 1941. Manila was captured 
January 2, 1942. For 4 long months a de- 
laying action was fought on Bataan Penin- 
sula but finally that jungle battlefield was 
surrendered April 9, 1942. The last stand 
was made on the fortress of Corregidor at 
the mouth of Manila Bay. Corregidor fell 
May 6, 1942, and most surviving Americans 
became prisoners of war of the Japanese. 

The story which follows was compiled 
from the testimony of the 35 prisoners who 
comprise this study. Rumors and data ob- 
tained through hearsay have been omitted 
and only the first-hand experience of these pa- 
tients is recorded. Their testimony is amply 
confirmed by a State Department publica- 
tion(14) end.other sources(8,.9). These 
data are presented in order to indicate as far 
as possible the character of the environ- 
mental stress in this experiment of nature. 


INITIAL PSYCHOLOGICAL TRAUMA 


Hope of reinforcement or rescue was con- 
sistently fostered among the Americans 
fighting in the Philippines until President 
Roosevelt indicated in a radio speech on 
February 22, 1942, that the Philippine gar- 
rison would fight a delaying action so that 
mobilization of American forces might be 
effected further south in Australia before 
that country fell to the Japanese. Most of 
the patients in this study were not surprised 
by this development. They fought with fierce 
tenacity but many of them stated that there 
was a widespread feeling among the forces 
of having been deserted by the country for 
which they were fighting. This feeling was 
enhanced when General MacArthur was 
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called to Australia and it is generally re- 
ported that this event was greatly resented 
among those who were left to fight. Bv 
February hardly any rations of food were 
reaching the fighters and again the prevailing 
downheartedness was aggravated by a rumor 


that there were huge untouched stores of food 


on the island fortress of Corregidor. The 
fighting was taking place in dense woods foz 
the most part. Units were separated from 
one another and from their command. Com- 
munications were ruptured. Many soldiers 
were lost and those who still had ammunition 
did not know where to shoot or indeed where 
to turn. In the confusion orders were indis- 
tinguishable from rumors and American and 


‘Philippine soldiers, tired, beaten and sick 


were wandering about the roads and the 
jungles not knowing what to do next. Per- 
haps this early phase of the emotional stim- 
ulus to which these people were subjected 
and which gave rise to anxiety, resentment, 
despondency and bewilderment can be better 
visualized than described. 


CONFUSION, CRUELTY, DISEASE, LACK OF 
Foop anp SHELTER 


The chaos and confusion which prevailed 
during the days before surrender were not 
relieved when the Japanese took over. They 
seemed wholly unprepared to manage a large 
body of prisoners of war. The individual 
guards seemed to be given iree rein in the 
treatment of the prisoners. They were capri- 
clous, unpredictable and, owing to the dis- 
crepancy in language, difficult to understand. 
When orders were not promptly carried out 
they were vindictive and cruel. Approxi- 


‘mately 11,000 Americans surrendered at 


Bataan, April 9, 1942. Most of them were 
required to make the “death march” from 
Mariveles to Camp O’Donnell, a distance of 
about 100 miles. Most of the journey was 
accomplished on foot but part of the way 
they were carried in baggage cars. It took 
various groups from 5 to 12 days to make 
the trip. Approximately one-fifth of the 
group died along the wayside, many strag- 
glers having been shot or bayoneted by the 
guards. There was no general issue of food. 
From time to time small quantities of rice 
were given out but many of the men re- 
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ceived nothing to eat throughout the entire 
period of the march. Water was available in 
artesian wells as well as streams and puddles 
many of which were contaminated. Upon 
arrival at O’Donnell most of the prisoners 
had diarrhea and edematous legs. There was 
little food and the quarters were crowded. 
Medical care consisted of only what the 
American prisoners were able to provide for 
themselves.: During the: first 6 weeks at 
O’Donnell 1492 Americans died. Those pris- 
oners whc managed to escape capture at 
Bataan were taken at the fall of Corregidor, 
May 6, 1¢42. Most.of them were brought 
into Manila Harbor on a ship. The prisoners 
were discharged from the boat into shallow 


water and made to walk ashore parading ' 


before the citizens of Manila to Bilibid 


Prison. Bilibid had been an old Philippine 


penal institution, long condemned. 

Fifty-six American nurses were among 
those taken prisoner on Corregidor. 'They 
were moved to Santo Tomas University 
where they were imprisoned with a con- 
glomerate group of male and female in- 
ternees oi many nationalities and all ages. 
Their food consisted of rice in inadequate 
quantities with occasional bits of fish, dried 
meat and greens. 


CRYSTALLIZATION OF THE PROGRAM. AND 
ATTITUDES OF THE JAPANESE CAPTORS 


At first there was no organization of the 
activities of the prisoners but within 2 or 
3 months most of them were assigned to 
prison camps from which they were sent out 
on labor details. The nurses were left in 
. Santo. Tamas throughout their captivity, 
crowded in among the civilian internees. 
Most of them saw little of the Japanese. The 
administration of the various prison camps 
was provided by the senior American of- 
ficers. Most of the camp commanders were 
lieutenant colonels, since the full colonels 
and general officers had been. transferred to 
Japan promptly following surrender. The 
commanders were responsible for adminis- 
tering the camps according to the policy of 
the Japanese officer-in-charge. They ar- 
ranged for the distribution of rations, the 
discipline of the personnel and from their 
complement they were required to meet 
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quotas for the laboring details. The fact 
that American officers were forced to carry 
out the cruel and internationally illegal poli- 
cies of the Japanese gave rise to strong 


_resentment among the soldiers. They felt 


that somehow their officers should have been 
able to protect them. The prisoners were 
listed in groups of IO and the announce- 
ment was made that if one of the ro escaped, 
the other 9 would be executed. Few pris- 
oners escaped. 

Communication with home was almost 
non-existent. Many received post cards 6 
months or a year old which were limited 
to a few stereotyped words. Approximately 
twice a year the prisoners were allowed to 
check items on prepared cards to be sent to 
their famihes. Few of these ever reached 
their destination. Prisoners who were con- 
sidered sick enough to be in bed were sent 
to Bilibid where a hospital was maintained 
by American medical officers whose drugs 
were supplied by the International Red 
Cross. The bed patients were excused from 
work, while the ambulatory ones were sent 
out on laboring projects each day. 

One of the largest prison camps was at 
Cabanatuan in central Luzon. The pris- 
oners at this camp maintained a farm. En- 


listed men and junior officers were required 


to labor there throughout the light hours of 
the day. The various details were super- 
vised by American officers under the surveil- 
lance of Japanese guards. The prisoners 
were not allowed to talk to one another. Al- 
most the entire produce of the farm was 
shipped away. Severe penalties were inflicted 
on prisoners who attempted to consume a 
part of their harvest. Here and elsewhere 
most punishments consisted of beatings ac- 
complished with gunbutts or shovels. Less 
violent punishments consisted of forcing a 
prisoner to stand àt attention in the sun for 
several hours or forcing him to hold a chair 
over his head for half an hour. Many times 
a whole laboring gang was punished for what 
was considered the misdeed of one of them. 
Many prisoners had their finger-nails, toe- 
nails and. teeth pulled out. The Japanese 
would: often stand on a chair or box and re- 
peatedly strike a tall American in the face 
with his gunbutt or, more rarely, his fist. 
Many of the prisoners denied their captors 
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satisfaction by laughing during the beatings. 
Occasionally. Americans were beaten for 
failure to bow in deference to Japanese. All 
of the patients included in this study ob- 
served cruel physical violence being in- 
flicted upon American prisoners. Most of 
them experienced it themselves. Those who 
did not submit to such treatment in a servile 


' manner were often beaten to death, shot or 


bayoneted. 

From time to time groups T relatively 
hardy men were sent out from the prison 
camps to work for several weeks or months 
at a time on special construction jobs. The 
assignment to work at Nichols Airfield was 
generally conceded to be the most arduous 
one of all. The job of clearing and grading 
was accomplished entirely with hand tools. 
. Although there were a few idle tractors and 
graders lying about, the Japanese seemed 
to be reluctent to put them to use. Day after 
day about 400 prisoners worked on Nichols 
Field with pick and shovel. Workers who 
seemed slow were beaten with pick handles 
or shovels by the Japanese guards. Inconsis- 
tent with the seeming haste to complete the 
airfield was the fact that the guards often 
relieved two or.three prisoners from work 
for several hours and inflicted tortures on 
them for entertainment. One popular tor- 
ture was "the water treatment" in which the 
prisoner's stomach was distended with water 
through a long rubber tube. Then the tor- 
mentor often jumped up and down on the 
victim's stomach. A medical officer who 
tried to restrain a Japanese officer from giv- 
ing the "water treatment" to a prisoner 
suffered a broken jaw from the butt of a 
revolver. The "sun treatment" was another 
favorite torture resorted to for the amuse- 
ment of the guards. In this, a prisoner was 
tied to the ground with his face directed to- 
ward the sun. His upper eyelids were then 
rolled up on thin sticks so that he was unable 
to close his eyes. American prisoners were 
left in such a position for hours at a time. 

At Nichols Field even the commanding 
officer, a sadistic Japanese naval officer 
named Moto, found pleasure in inflicting 
suffering on his captives. It was evident that 
his principal concern was not in the comple- 
tion of the zirfield. Not only were his pris- 
oner laborers inadequately fed and sick much 
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of the time with malaria and dysentery, but 
they were periodically forced to get out oi 
bed in the middle of the night and do push- 
ups for half an hour or make a cross country 
hike. When Moto was finally transferred 
from Nichols Field to Singapore, he caused 
all the prisoners to stand in formaticn and 
wave good-bye to him. Several months later, 
the prisoners were disappointed to learn that 
Captain Moto had been killed in.action be- 
cause each cherished the hope of one day 
killing him with his own hands. 

Since the Japanese culture recognized 
suicide as the honorable recourse in defea: 
they held those who surrendered in special 
contempt. It was their policy to humiliate 
and degrade by physical violence no: only 
Americans but all those under their control 
including the Philippine. civilians. A little 
boy and girl who tried to give cigarettes to 
one of the prisoners were intercepted, thrown 
repeatedly on the hard ground and then 
beaten to death. The Japanese even inflictec 
corporal punishment on their own soldiers. 
One Japanese private was beaten to death in 
the presence of American prisoners for some 
unknown offense. 


EXTRA CURRICULAR ACTIVITIES 


Since the prisoners were assigned work 
details which consumed at least 12 hours 
a day they had little time or energy for 
other interests. Some of the prisoners 
were glad of this and felt that they were 
better able to tolerate the experience. “We 
just got up and worked, came home ex- 
hausted and slept. It was the same day after 
day. If we'd.stopped to think we couid not 
have stood it. We tried not to think of home 
or anything.” A few felt more secure Curing 
efforts to keep their intellects active. One 
spent his non-working hours solving prob- 
lems in physics. Several radios were con- 
structed secretly. One or two of these clan- 
destine radios were maintained at Bilibid 
throughout the period of captivity. The 
nurses also had a radio at Santo Tomas and 
generally they were more inclined to ercour- 
age the passage of time by keeping their 
minds active than by’ suppressing their 
thinking. They were permitted the use of 
the library and many of them took courses 
at the university. 
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PRISONERS TAKEN TO JAPAN 


Those in the group finally liberated in 
Japan had been taken prisoner at Bataan 
or Corregidor and had spent many months in 
captivity in the Philippines before being 
transported to Japan. While being trans- 
ferred they had been subjected to unusually 
harsh treatment. In Japan they did laboring 
work and were treated, in general, like those 
who remained in the Philippines, although in 
some camps conditions were slightly better in 
Japan and a few recreational facilities such 
as playing cards were available. Some of 
the men spent nearly all their non-working 
hours playing cards. 


Prisoners Not CAPTURED IN THE. 
PHILIPPINES 


The 6 British soldiers were captured at 
Singapore, where they remained for 6 
months being fairly well fed and treated. 

"They were later sent to Thailand to work 
` at constructing a railroad. This was ex- 
tremely arduous labor and often lasted 16 
hours a day. The one Dutch soldier in our 
study was captured in Java, sent to Singa- 
pore and thence to Thailand, where he joined 
the British group. During the summer and 
fall of 1944 contingents of the healthiest sur- 
vivors were placed aboard ships bound for 
Japan. They were crowded into the holds 
without sanitary facilities of any sort and 
were given very little to eat. Virtually all 
contracted diarrhea. One man was removed 
from a ship at Manila because he was con- 
sidered moribund. The others reached Ma- 
nila because their ships happened to be tor- 
pedoed near there and they were picked up 
by a Japanese coastal patrol and brought to 
Bilibid prison. 

Treatment by the Japanese became less 
cruel as liberation by the American forces 
became imminent. Through rumors, infor- 
mation from guards, Philippine civilians and 
clandestine radios, prisoners had a fairly clear 
picture of the progress of the war. Rejoic- 
ing among the prisoners following the Ameri- 
can landings at Lingayen was mitigated. by 
apprehension about what the Japanese might 
do to them before they could be liberated. 
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GENERAL BEHAVIOR OF PRISONERS 


The behavior of the individuals exposed 
to these strenuous circumstances varied 
throughout the range of human nature. The 
need for food was an important determining 
factor and it was found that moral integrity 
could be pretty well judged by inverse ratic 
to one’s staże of nutrition. The regular daily 
ration for the prisoners consisted only of : 
to 6 ounces of rice which was often mouldy 
and to which occasionally were added smal 
quantities of dried fish, vegetable greens or 
sweet potatoes. The physician prisoners esti- 
mated the average calorie intake of the pris- 
oners at Bilibid during the last 44 months ol 
captivity, at 750 calories daily. Individua 
packages of food and vitamins were sen! 
to the camps by the International Red Cros: 
at Christmas 1942 and 1943. The meager 
food allowence was distributed by camp com- 
manders ard most of these managed to avoic 
any undue weight loss. Some of the enlistec 
men kept well nourished because they actec 
as mess boys for the Japanese. Many pris- 
oners scorred such servility and preferred tc 
starve. A few at Bilibid Prison in Manile 
foraged in the garbage cans containing 
scrapings from the plates of the Japanese. li 
was a source of amusement to the latter tc 
watch Americans digging about in the refuse 
for food. One of the men was fortunate 
enough to obtain a job as a bus driver ir 
Manila where for 3 months he was free 
to come and go at will. During this perioc 
he lived in an apartment in the city where 
he was able to entertain Philippine girls. Hi: 
weight rose from 140 to 205 pounds. One 
non-tuberculous subject managed to gair 
hospitalizaticn on the tuberculosis warc 
where he was allowed to remain throughow 
much of his period of captivity profiting by 
whatever amplification of diet was allowed 
Most of the prisoners, however, preferrec 
laboring tc sitting about in a hospital. Curi 
ously, some of the men had such a craving 
for tobacco that they traded food items fo: 
cigarettes. Many others gave up smoking 
and traded whatever tobacco they got fo 
food. The extreme monotony and cheerless 
ness of their surroundings led to trouble 
some irritability among the men with fre 
quent quarrels over insignificant matters. 
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ILLNESS 


All the patients studied were ill at one 
time or another during their imprisonment. 
Most had had dysentery. Twenty-five gave 
a history indicative of wet beri-beri and 23 
of dry beri-beri. Exacerbations of beri-beri 
were common during bouts of diarrhea. 
. Most patients noted distinct improvement 
during the times when Red Cross vitamins 
were available. When they were at the 
gth General Hospital a high percentage had 
malaria, pellagra, scurvy and infectious jaun- 
dice. Many complained of night blindness. 
Mastitis with enlargement of breasts was 
also common(15). Mental changes occurred 
either subjectively or objectively in nearly 
all the survivors studied. Only 4 of the 
35 said that there had been no alteration in 
their thinking. At the time of examination 
17 showed obvious evidences of abnormal 
mentation. The predominant involvement 
of memory, retention and recently learned 
skills suggested that the changes were or- 
ganic in nature and may have been related 
to vitamin deficiency. Common physical find- 
ings were: muscular weakness, ascites, ankle 
edema, absence of tendon 1eflexes and ab- 
dominal, cremasteric and plantar responses, 
diminution or absence of all types of sen- 
sation, hyperesthesia, especially in the feet, 
decrease in visual acuity and partial deaf- 
ness. Bing and Vischer who studied Allied 
prisoners in a German camp during the first 
world war also noted that loss of memory, 
impairment of concentration and diminution 
of visual acuity were common(16). Weight 
loss among our patients varied from 29 to 
IIO pounds. Eight of the patients had psy- 
choses. Three of these were classified as 
schizophrenia, one as manic depressive psy- 
chosis, manic type, and one as paranoid con- 
dition. One patient had a delirium associated 
with cerebral malaria and 2 were considered 
to be psychotic because of nutritional de- 
ficiency. Although neurotic symptoms were 
present in most of the patients only 9 at the 
time of examination had sufficiently severe 


psychopathological reactions for a diagnosis ' 


of psychoneurosis to be made. 


PERSONALITY REACTIONS 


During captivity most of the men were 
comparatively seclusive and taciturn. There 
3 
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were few group activities although many 
small cliques were formed ior companion- 
ship and for the purpose of obtaining and 
sharing food. Mock classes were commonly 
held in which someoné would describe in 
detail the preparation of some especially 
delicious dish and many of the men carried 
cook books. General conversation dealt prin- 
cipally with food or war news. Sex was 
a topic for the first few months only and 
on the two or three occasions when packages 
of extra food were available. At such times 
overt homosexuality and masturbation were 
common. The latter gave rise to consider- 
able guilt feelings and many attributed the 
mastitis to this practice. Otherwise, there 
was a marked decrease in sexual preoccu-- 
pations. Very few had erections or noc- 
turnal emissions and some even said they 
noted a decrease in the size of their genitalia. 
Testicular atrophy in undernourished men 
has been noted(15) and in partially starved 
women atrophy of vagina and uterus have 
been described with return to normal after 
a good state of nutrition was achieved(17). 
Although during the fighting interest in re- 
ligion had been at an unusually high level, 
after captivity the men displayed in general 
neither increase nor decrease in their cus- 
tomary degree of religious drive. Ability to 
carry on was bolstered by maintaining a 
front of pride which gratified one’s need for 
self-esteem and precluded showing base be- 
havior or expressing emotion in front of the 
Japanese. In the cultural pattern of present- 
day western Europe and America, which 
molded the backgrounds of these individuals, 
men find a special need to assert their mascu- 
linity since they are placed in a position of 
being required to compete with women not 
only in the social and economic btt even in 
the domestic sphere. This would naturally 
give’ rise to a pride in physical stamina and 
ability to “take it," and a display of 1mper- 
turbability before their Japanese tormentors. 
Furthermore, these men were brought up in 
a society where racial groups whose skins 
are other than white are likely to be con- 
sidered inferior. Thus, the necessity of ser- 
vile submission to indignities at the hands 
of the Japanese provided an especially bitter 
experience. In dealing with this predicament 
the men could suppress evidences of suffer- 
ing or dejection under torture but they could 
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not be deñant and still survive. As a result 


much of their resentment was directed to- 
ward their own superiors and associates 
where it could more safely lodge. Only 
the Americans gave verbal expression to it, 
however. Americans place a high value on 
"speaking one's mind" and refusal to be 
cowed by higher authority. Consequently, 
the American enlisted men generally spoke 
disparagingly of one another and particu- 
larly of the officers and their behavior. 
. Among the British, on the other hand, who 
place a cultural value on euphemism and 
understatement we heard only praise for the 
ability of the officers to "carry on" and "play 
the game." | 

Although some of these prisoners sub- 
limated their cravings by giving aid to their 
fellows, urging or forcing the depressed and 
exhaustec onés to eat, there. was, in general, 
a lowering of moral standards. Food was of- 
ten obtained by devious means at the ex- 
pense of other prisoners. Similar deteriora- 
tion of moral standards has been described 
as occurring among the inmates of German 
concentration camps, some of whom even 
copied the behavior and values of the 
Gestapo guards(18, 19). - | 

For the most part, the prisoners of the 
present study were confident that they 
would ore day be liberated. After libera- 
tion most felt that they had had enough of 
the war and only 4 desired to return to fight 
the Japarese. Two of those who wanted to 
return tc battle had psychopathic person- 
alities. 

Among the survivors 2 personality types 
seemed to predominate: (1) those with fea- 


tures of a psychopathic personality, and (2) 


personalities of the highest order of ad- 
justment. | | e 
Eight of the 35 were placed in the first 
group. Four of these were the only patients 
who reached us in a reasonably good state 
of nutriton. In the group of patients con- 
sidered to have unusually well integrated per- 
sonalities the incidence of neurotic mani- 
festations was nevertheless high. According 
to the medical officers among the prisoners, 
depression was common during the early 
months of captivity together with anxiety 
arising from uncertaintv regarding the un- 
predictable actions of the Japanése. Later 
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on, however, among the survivors, anxiet 
and depression were not prominent, whil 
hysterical suppression of resentments anc 
condicts with loss of function were fre 
quently seen. Resentment was trouble 
sorre since severe punishments followed am 
display of hostility toward the Japanese 
One officer said "I had to make a consciou 
effort not to resent things because I realize 
that my bones were brittle" Many wer 
successful in making adverse situations les 
unpleasant by conscious or unconscious sup 
pression of their feelings. Some eventualh 
became unable to laugh or cry. The prisone 
physicians who cared for the patients durin; 
captivity noted among them a shallow op 
timism out of keeping with their circum 
stances. Somatic sensations were suppresse: 
as well as emotional feelings. Several sur 
vivors said that they were enabled better tı 
withstand the tortures by learning to "turi 
off the pain." Some of them indicated tha 
their deafness and visual impairment ma 
have partially protected them from witness 
ing the tortures inflicted on their fellows 
This repression of feeling was commonh 
followed by the development of conversio: 
symptoms aud close association with other. 
seemed to stimulate their spread. One medi 
cal officer described an episode of mass hys 
teria at Bilibid which was characterized bv 
widespread impairment of vision. Of th 
whole group of 35 at the time of examina 
tion 9 had clear cut manifestations of hys 
teria, chiefly anesthesias, deafness, restric 
tion of visual fields and diminution of visua 
acuity. In most instances these abnormali 
ties were readily dispelled under sodiun 
amytal narcosis. The pattern of these dis 
tur5ances was closely similar to that of th 
patients with structural defects due pre 
sumably ta vitamin deficiency. In some th 
loss of function due to structural involvemen 
was accentuated by the superimposed hys 
terical loss of function. Most of the pris 


' oners experienced fairly frequent night 


mares whose content often dealt with battl 
Several continue: 
to have nightmares for a year after repatri 
ation. 

Since the group studied, although picked a 
rardom from surviving prisoners of wat 
was naturally selected by virtue of survival 
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it was of special interest to know the prevail- 
ing personality reaction among those who 
succumbed during captivity. The testimony 
of survivors is practically unanimous that 
prisoners who became depressed or allowed 
themselves to become agitated by thoughts 
of home developed distaste for food and 
_ died. Survival depended in a large measure 
on being able to eat anything that was availa- 
ble in the way of nutriment since the maxi- 
mum was barely enough to sustain life. 
Here, then, was a special situation in which 
anorexia was a dangerous and possibly fatal 
symptom. 

The reactions of one prisoner, who died 
of starvation shortly before his fellows were 
. liberated, are expressed vividly in verses 
(20). The iollowing is an excerpt from one 
of his poems called “Prison Camp Reverie” : 


The right or wrong we cannot judge or know, 
We only see that here a few must pay 

A bitter penance, living day to day 

And watching years unfold unused and slow. 

We only feel our hungers wax and wane 

To suit the whim that guides our captor’s hate. 
We only feel the dream fade at the test 

The spirit quenched, the youth starved at the breast, 
The heart grown calloused and the once-proud head 
Bowed low beneath the captor’s iron hand. 

We only know our candle gleam of hope 

Glows in a derkness where our minds must grope, 
Lost and forsaken, through a strange gray land. 


The best adjusted individuals among the 
group helped themselves to survive by keep- 
ing busy and productive. This was especially 
possible for doctors and chaplains who could 
keep occupied practicing their own pro- 
fessions. 

As an example of such a prisoner who 
apparently kad a well integrated personality 
of a conscientious perfectionistic type and 
who made an adequate adjustment to. his 
misfortune, the case of one of the medical 
officers is quoted. 

The patient, an orthodox Jew in his early thirties, 
who had drifted away from formal religion, was 
born and educated in the middle west. He had al- 
ways been tense and ambitious and worried a good 
deal about his ability to make good and about what 
others thought of him. He had been graduated from 
medical school for 2 years when he was drawn into 
the Army by virtue of his reserve commission and 
promptly sent to the Philippines. After the fall of 
Bataan, he was imprisoned in Camp O’Donnell, 


Cabanatuan end finally in Japan. At Camp 
O’Donnell he had dysentery and jaundice. His 
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weight decreased from 135 to 102 pounds. Despite 
malnutrition he got along better during captivity 
than he had anticipated. He worked hard to diver: 
himself from discouraging thoughts. He forced 
himself to eat. He disliked rice but ate all he could 
obtain. He felt that being of relatively small stature 
was an advantage because it reduced his food re- | 
quirement. “I bought protein with all the money I 
could get. I sold my shirt for it. I treated some 
Japs who had gonorrhea with argyrol and got extra 


- food.” 


He felt that the experience had changed him from 
a tense, ambitious individual to one who would te 
contented just to get along. “These years are 
wasted. I should have been married. The world hes 
slipped by. A dirty trick was played on me but with 
the end result I am pleased. I feel I have more 
courage and I am not as shy. I am more mature anc 
I get points in books that I missed before. Now I 
won't be as nice to people I don't like.” 


Comment—This doctor made one of 
the best adjustments in the group to his ad- 
verse circumstances although the experience 
changed him, temporarily at least, from a 
driving and relatively productive individuzi 
to a more passive, phlegmatic one. It is note- 
worthy that there is a slight paranoid color- 
ing to his thinking. Most of the prisoners 
displayed this characteristic to a more marked 
degree and suspiciousness in their attitude 
toward others persisted after repatriation 
for the year during which they were fol- 
lowed. It is of special interest that their 
resentment is directed toward fellow Ameri- 
cans rather than the Japanese. After libera- 
tion some of the most il-treated Americans 
offered cigarettes to their former guards and 
this doctor noted with surprise after a year 
back in the United States that he felt no 
hatred for the Japanese. 

The frequently encountered combination 
of psychopathic personality with hysterical 
loss of function is illustrated by the fol- 
lowing case: 

The patient, a 24-year-old regular army saldier, 
served in an anti-aircraft unit. As a child he dis- 
liked his father whom he considered a drunkarc, 
and therefore ran away from home at the age of 9 
and hitch-hiked all over the United States, living 
from time to time with families of chance ac- 
quaintance. In many places he went to school and 
managed to complete the twelfth grade. He was 
denied his diploma, however, because shortly before 
graduation he threw the teacher bodily out of tha 
study hall. He drank heavily at irregular intervals 
and was many times jailed for disturbing the peace. 


He worked at a large variety of odd jobs including 
bootlegging, the peddling of narcotics and farming. 
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At one time he owned a large number of cattle 
which he bcarded at various ranches throughout the 
West. He never married but lived with a large 
number of zirls for several months at a time. He 
took great pride in his physique and personal ap- 
pearance and considered himself the best dressed 
man in the United States. He enlisted in the Army 
to become an anti-aircraft gunner because of his 
interest in shooting. Often he amused himself re- 
clining on an isolated mountain ridge shooting with 
a rifle at low flying commercial passenger planes. 
He enjoyed seeing chips oi metal fly off the plane. 
He never formed deep emotional attachments. He 
says, howerer, that there had been-in his life one 
girl whom he really loved. He realized however, 
that her love for him could not last because of his 
personal peculiarities, so in order to kill her love 
he had intercourse with ancther girl before her eyes. 

After enlisting in the regular Army in December 

.1940 he continued to be impulsive and was court- 
martialled several times for fighting. He remained 
a private until during the last days of the fighting 
at Bataan when he was promoted to sergeant for 
taking charge of an ammunition dump, a responsi- 
bility which others had refused because the dump 
was exposed to constant bombing and strafing by 
the Japanese. After the surrender he ingratiated 
himself with one of the Japanese officers and be- 
came his chauffeur until. he tired of the job and 
escaped to the hills. He eluded the Japs for several 
weeks but his proclivity for attending the convivial 
festivals of the natives led to his recapture. One 
evening in a drunken stupor he was trussed up and 
turned in to the Japanese by one of his native com- 
rades. During captivity he was beaten more than 
most of the prisoners becacse of his insubordination. 
He consciously suppressed his feeling for pain and 
was eventually able to withstand the beatings with- 
out any sensations whatever and soon he had lost 
all feeling, but he began to have episodes in which 
he relived the tortures inflicted on him. These hal- 
lucinatory episodes usually occurred during the day 
while he was awake and resting. He was at these 
times able to see and hear his tormentors and feel 
the pains which had been inflicted on him a day or 
two earlier. To these experiences he reacted volubly, 
crying and shouting and writhing in pain. 

Eventually, in September 1944, he was placed on 
the closed psychiatric ward. He wrote no letters 
during his imprisonment. He did not worry about 
survival since he knew that he would live to see the 
Americans liberate the Philippines but he was 
equally certain that he would die before he reached 
the United States. He said that the experience had 
made him lose interest in everything except to see 
his mother once again. “I don’t care about anything, 
but I dont want to kill myself because that is 
cowardly.” 

The patient stated that he had wet and dry beri- 
beri, diphtheria, malaria, scurvy, pellagra and tropi- 
cal ulcers. He said that he was unable to do duty 
for 3 montis of captivity because of total blindness. 
He also claimed to be deaf but often answered 
questions which were put to him in a very quiet 
voice. A few days after release he attempted inter- 
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course with a Filipina. For a time he regained 
his sense of feeling in the genital region but he had 
no ejaculation and the ability to feel disappeared 
again. 

Detailed examination at the 9th General Hospital 
failed to reveal any abnormal neurological findings 
except for a complete insensitivity to all sensations 
except an the cornea. Not only the corneal, how- 
ever, but the superficial abdominal reflexes were 
brisk. He maintained an apathetic listless attitude 
with a blank facial expression, showing only irrita- 
tion and anger when the strategy of the Pacific 
campaign was discussed. 

Following intravenous injection of 0.5 gram ol 
sodium amytal he said that he felt himself growing 
larger and larger. He discussed freely his ability tc 
turn his sensations on and off at will and he boastec 
about his having been known as “Terrible Ted" ir 
the past. There was no improvement in skin sensa- 
tion uncer sodium amytal nor was there any im 
provement in generalized constriction of visual field: 
and large central scotomata which had been founc 
on ophtkalmological examination. Visual acuity wa: 
20/70 in the right eye and 20/200 in the left. Hi: 
ability to see as well as this was considered to be 
incompatible with the presence of large centra 
scotoma:a. 


Commeni—tThis patient obviously had z 
severely psychopathic personality and he ap 
parently hed a marked superimposed hys 
terical reaction. The curiouS experiences he 
had in which he relived the tortures inflictec 
upon him, his conviction that he would neves 
reach the United States alive, together witl 
the widespread character of his anesthesias 
suggested that he might be psychotic. He 
did reach the United States, was discharge 
from the service and was still resting wher 
he answered the questionnaire sent to hin 
after a year of repatriation. He felt that hi 
status had not changed significantly excep 
that he had regained his sexual drive. 

Iliustrative of the subjects who displaye: 
the structural changes of nutritional de 
ficiency with an overlying hysterical defect 
the case cf a 35-year-old private in th 
Dutch Army is quoted. 

This patient was born in Java. He always had 
strong. desire for learning but had to drop out c 
elementary school because his father did not af 
prove of elaborate education. Later, when hi 
parents were divorced, he returned to school. H 
finally graduated from college as an agricultur: 
engineer at 27. He married and had two children c 
the outbreak of the war. He was captured as pai 
of the rear guard defending Surabaja. He becam 
separated from his family but believed that the 


were interned in Java. He was taken to Singapor 
and later to Thailand where he worked on a rai 
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road. He embarked for Japan in May 1944 but was 
put ashore at Manila and sent to Bilibid because of 
illness. 

During captivity he tried not to think of his past 
or future life or his domestic affairs. Instead he 
tried to keep intelléctually occupied by solving prob- 
lems in physics and mathematics during his non- 
working hours. During the last year of captivity 
he noted difficulty in thinking and recall. He finally 
was unable to sustain any intellectual effort. He 
felt at first that he underwent no personality change 
but after 2 months of freedom he recognized that 
he had become blunted in his feelings and after his 
experiences became more remote he felt a gradual 
improvement in his depth of emotional reaction. 

In Thailand he was healthy for the most part, 
except for recurrent attacks of bacillary and amebic 
dysentery. When he was stuffed in the hold of a 
ship on his way to Japan he became ill with “dry 
beri-beri” manifested mainly bv generalized weak- 
ness. After arrival at Bilibid the patient noted 
anorexia, weakness of the jaw, loss of feeling in 
the lower half of the face and in the hands and legs. 
He was also extremely night-blind. He felt that 
these symptoms improved with vitamins. ` 


On admission to the oth General Hospital, the 
patient appeared moderately emaciated. There was 
ascites and ankle edema. Neurological abnormali- 
ties included weakness in the anterior tibial muscles. 
The knee, ankle and plantar reflexes were absent. 
He showed a diminution in all types of sensation in 
the legs below the knees and in the hands. Vision, 
O.D. 20/200, correctible with minus 1.25 lens to 
20/20. O.S. 20/100, correctible with minus 2.00 
lens to 20/20. Fundi and fields were normal. De- 
spite these findings, the patient stated that he was 
unable to see small print even when it was held 
close to his eyes. Laboratory data obtained in- 
cluded normal urine and negative blood Kahn, RBC 
3.5, Hb 85%. Performance on the Herring revision 
of the Binet-Simon intelligence tests was spotty, 
with defects predominantly in tests of memory, re- 
tention and reasoning. Mental age I4: years, 8 
months, intelligence quotient or. 


Comment.—It appears that part of this 
patient's pattern of disability was hysterical. 
This is particularly likely with regard to his 
transitory blindness, weakness of the jaw, 
and loss of feeling in the lower half of his 
face. In the hospital his inability to read 
print close up was not consistent with re- 
sults of other tests of acuity. He had during 
captivity resorted to emotional suppression 
consciously when he substituted mathematical 
problems for thoughts of home. In addition 
to hysteria, however, he was clearly suffer- 
ing from a neuropathy probably due to 
avitaminosis. Whether or not his loss of in- 
tellectual function was part of the picture of 
hysteria or of avitaminosis cannot be said, 
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but showing as it did a predominate defect in 
recent memory and retention, it is compatible 
with the pattern of organic brain involve- 
ment. 


The case of a 43-year-old lieutenant 
colonel of the General Staff Corps is cited to 
illustrate a pattern of psychosis. 


Little information was available about his early 
life except that he was ambitious and vain but had 
very little money. He graduated from West Point, 
was very active socially and found great difficulty 
in getting along on the salary of a second lieutenant 
He finally married. He was interested in dancing 
and was an expert rider and fencer. His only child 
was a boy in his teens. One soldier who had served 
under the patient in 1937 when the latter was a 
captain, considered him a brilliant man of versatile. 
interests and an excellent leader who was loyal to 
his men. 

After the surrender, the patient was at first out- 
raged by the failure of the Japanese to recognize 
his importance. Being a member of the General's 
staff, he was surprised not to have been transferred 
to Japan with the full colonels and general officers. 
He wrote several letters to the Japanese. authori- 
ties stating that he should receive special considera- 
tion. He was imperious in his dealings with fellow 
American officers and managed io get by without 
doing any work. When his immunity from labor 
assignments seemed doubtful, he reported on sick 
call. He talked a great deal about his early life, of 
his accomplishments and particularly of his son. 
He complained that the army did not pay him. 
enough to support his family properly. After trans- 
fer to the psychiatric service at Bilibid in April 
1944, he was restless, overactive and overtalkative. 
He continued to emphasize his importance and con- 
tended that he was being mistreated. At intervals, 
he had periods of excitement in which he would 
shout and struggle all night. He was skeptical and 
suspicious of everyone and talked to himself a great 
deal. He was constantly involved in financial deal- 
ings, usually concerning tobacco. He managed to 
leave one Jewish patient with a handful of useless 
I.O.U.s. He felt convinced that he would die from 
beatings or from the “poisoned” medications ad- 
ministered him in the hospital. He repeatedly de- 
manded to have his finger prints recorded and sent 
to his wife so that she would not have to wait 7 
years for his benefits in the event of his death. One 
day he escaped and hid under a bed in another ward. 
He required a great deal of sedation during his 
hospital stay. 

He had several attacks of malaria but apparently 


no other illnesses except malnutrition and psychosis. 


On admission to the 9th General Hospital, the 


-patient was markedly emaciated, disturbed and in- 


tensely paranoid. He repeatedly stated that the 
Japanese had treated him much better than the 
Americans, and he was particularly bitter against 
the American doctors and corpsmen in Bilibid. He 
stated that at the time of surrender the morale of 
the American troops was very poor bu: that they 
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were humanely treated by the Japanese. He said 
that he hac been accused of being a “Nip lover” 
because he gave his watch to a Japanese doctor who 
had saved the lives of many American victims of 
malaria. He blamed the war on munition makers 
and said that the American officers hac been “sold 
down the river.” He said that he had tried to com- 
mit suicide twice by swallowing cigarette butts be- 
cause he knew he was going to die and did not want 
to tell any secrets. He asked to have his finger 


prints recorded and said that he would have the ~ 


personnel cf this hospital punished if they refused 
to comply with his request. 

Apart frcm his emaciation and absence of all deep 
tendon jerks, there were no physical abnormalities. 
Sensory examination could not be properly evalu- 
ated owing to the patient's paranoid attitude and 
poor cooperation, 


Conunent.—This patient was a vain, nar- 
cissistic individual who required servitude 
and adulation from others for a satisfactory 
emotional adjustment. His personality struc- 
ture broke down under the indignities and 
humiliation of captivity. His frequent vain 
attempts to bolster feelings of security by 
imperious behavior only got him into diffi- 
culty with his associates. The pattern of his 
psychotic reaction was predominantly that of 
a paranoid condition with marked deficiency 
in insight and judgment but without much 
disorganization. Without the care and pro- 
tection of the hospital it is unlikety that this 
patient could have survived. A year after 
his return to the United States he had ap- 
parently recovered from his psychosis but 
retained a suspicious attitude. 

The case of the only female in the group 
studied is quoted. In general the experience 
of the women was far less gruelling than that 
of the men. 


The patient was the wife of an army officer 
several years older than herself. She loved the 
pomp and the gay social life of the army posts. 
She was sentimental and dramatic and spoke of the 
American flag as “Old Glory.” She was humiliated 
and depressed by the surrender, but was particularly 
proud of che fact of having never shed a tear in 
front of a Japanese. At Santo Tomas, although the 
nurses were isolated, crowded and underfed, they 
were supplied with good literature and allowed to 
take courses at the university. There was a strict 
regulation against the keeping of diaries or writings 


of any type under pain of execution. Despite this, 


the patien- wrote a book on the faulty defense of 
the Philippines on tiny bits of paper which she hid 
in scattered obscure places about the building. 
She go- a few letters from her husband, a 
lieutenant colonel, who was sent to Japan after his 
capture. cle wrote, requesting warm clothes and 


REACTIONS AMONG ALLIED PRISONERS OF WAR 


/ 


| Sept. 


sweaters. “I cried for a week after I got that. Of 
course he coulda't know how we were being treated, 
how impossible it was for me to get anything for 
myself or him." She wrote her husband as often 
as she was allowed to and to her mother but she 
received no letters from the latter and gradually 
became convinced that her mother was dead. 
During captivity she missed kindness and tender- 
ness incre than anything and missed the courtly 
attention of others. After liberation she was un- 
duly pleased by being told that she looked well and 
pretty. She was very careful of her appearance 
but needed a great deal of encouragement. At times, 


. She would cling to ker companion and say “You 


mustn’t leave me now. I cannot bear to be alone.” 
She was apprehensive about returning to the States, 
feeling that there was nothing to go back to since 
she was convinced her mother was dead. She wa: 
very concerned about how she and the other nurse: 
would ke received in the United States. After ar- 
rival in this country she was pleased with the 
attentions of important people and reporters bul 
was annoyed by the boorish manners of the souvenir 
hunters who tried to tear off her buttons and cul 
locks of hair. 

At the gth General Hospital it was noted that her 
legs were wasted with slight weakness of the an- 
terior tibial muscle groups, bilaterally, absent knee 
and ankle jerks and decreased sensory perceptior 
for cotton and pin over the lower legs. Mental 
examination was not remarkable. 

She felt that she had matured during captivity 
having learned more of human nature and that she 
had become more serious minded. Her intellectua: 
faculties seemed improved in view of the studie: 
carried on at the university and after return to the 
States she arranged to take further courses a 
Columbia. ‘At nome she found her mother alive anc 
well and was shortly reunited with her husband. 


Comment.—This patient, a comparatively 
superficial individual with apparently few re- 
sources before the war made an excellent ad. 
justment during captivity and turned the ex: 
perience tc advantage. 


ADJUSTMENT AFTER RETURN HOME 


Most of the prisoners who answered in 
quiries 6 and 12 months after repatriatior 
commented not only on their own symptoms 
feelings and attitudes but on those prevail. 
ing among the other repatriated prisoners o: 
war with whom they were in touch. All re 
gained their former weight very quickly anc 
with this their normal sexual interest anc 
function. Promirent among physical com 
plaints were burning pains in the legs anc 
less frequently persistent swelling of the 
ankles. Other observers have noted symp 
toms of polyneuritis arising in previoush 
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starved subjects during the period of return 
to normal weight(21). Several complained 
of persistent fatigability, exertional dysp- 
noea, palpitation, continuing difficulty in 
thinking and defects in recent memory. The 
finding of optic atrophy with failure of the 
restricted visual fields to improve was con- 
firmed in 2 patients after a year at home. 
Restlessness and increased irritability, alarm 
reactions and nightmares were generally ex- 
perienced, together with resentment against 
striking laborers. Several felt that they had 
lost more ground than they could make up 
in the highly competitive atmosphere of the 
United States and expressed a desire to re- 
turn to the Orient. Many drank a good deal 
for a few months after return to the 
United States but none became alcoholic. 

. The most striking mental reactions were 
the persistence of the paranoid attitude and 
the shallow optimism so generally displayed 
during captivity. All subjects who answered 
the questionnaires stated that they had be- 
come less trusting of their fellows than be- 
fore and although some of their hysterical 
emotional detachment was replaced by anx- 
iety, most reported increased optimism out 
of keeping with their handicaps and diffi- 
culties of adjustment. In general the adapta- 
tion to repatriated life was less satisfactory 
among these prisoners than they had an- 
ticipated. 


GENERAL COMMENT 


The prevailing patterns of behavior and 
personality reactions among this group were 
similar in some ways to those reported by 
observers of prisoners in World War I; but 
in other respects there was a sharp differ- 
ence. Difficulty in concentration, loss of 
memory and apathy with progressive decline 
in sexual interest and paranoid attitude were 
common to both groups; but, while des- 
pondency and depression were leading fea- 
tures of the reactions of allied prisoners in 
German camps during World War I 
and hysteria was rarely recognized, among 
the allied prisoners of'the Japanese in World 
War II depression was common only dur- 
ing the early phase of captivity, later being 
replaced by a sort of dull euphoria. Among 
the survivors, depressive trends were scarcely 
noted while hysterical features were general. 


S. WOLF AND H. S, RIPLEY 


IQI 


It seems possible that this discrepancy may 
be due to the difference in the treatment of 
the prisoners by their captors. During 
World War I the allied prisoners of the 
Germans were handled harshly but far more 
humanely than were those who were un- 
fortunate enough to be held by the Japafiese 
in the recent war. By the same token, their 
outlook for survival and eventual repatria- 
tion was far more favorable. Furthermore, 
in Europe there were encouraging possi- 
bilities of escape while successful escape from 
the Japanese in the Philippines was an ex- 
tremely remote’ possibility. This greater 
stress, then, may have necessitated further 
suppression of feelings than the apathy noted 
by the earlier authors and the development ' 
of an attitude which precluded depression 
and its accompanying ominous inability to 
eat. 

The personality changes noted in this 
study may illuminate some of the mechan-. 
isms responsible for the development o: 


. hysteria in general. There appeared to be 


a stepwise progression during the adjustment 
of these individuals. At first anxiety and 
depression were experienced. Later they 
were consciously and unconsciously sup- 
pressed and finally there followed the devel- 
opment of conversion symptoms. A similar 
chain of circumstances applied to somatic 
sensations which were first ignored and ulti- 
mately repressed. The hysterical conversion 
symptoms which these patients displayed in- 
volved in most cases the organs which in that 
individual, or in others about him, were dam- 
aged by trauma, infections or nutritional dif- 
ficulty. This same pattern of determina- 
tion of the site of hysterical loss of function 
was generally seen among soldiers in the 
Pacific who were not prisoners but who 
were wounded or disabled from one cause or 
another (22). 


SUMMARY 


Certain special features of the circum- 
stances surrounding a group of Allied pris- 
oners of war held for 3 years by the Japanese 
were so stern and sufficiently unusual as to 
warrant detailed study of the patterns of 
reaction of several individuals. Similarities 
which recurred frequently were found. 
Nearly all the men had been ill with dysen- 
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tery, beri-beri or other diseases from time 
to time. Most displayed difficulty in think- 
ing, repression of anxiety with development 
of conversion phenomena, loss of sexual 
desire and obsessive preoccupation with food. 
Paranoid rationalization was also commonly 
displayed and appeared to be a device for 
avoiding responsibility in the overwhelm- 
ingly adverse situation in which these indi- 
viduals found themselves. Although these 
symptoms are not ordinarily encountered in 
healthy individuals in normal surroundings, 
they were so universal in this group that 
they mig-t be considered normal reactions 
under the circumstances. When the environ- 
ment became more favorable these dis- 
‘turbances improved dramatically although 
incompletely. 

Among the psychotic reactions there was 
observed no set pattern although paranoid 
trends were common to all types. The psy- 
chotics were the only patients in the group 
studied who showed significant depressive 
trends. It appears that the special circum- 
stance of being hospitalized and thus pro- 
tected from many of the stresses enabled the 
psychotic patients to survive. 

The unusually high incidence in the group 
of survivors of those with psychopathic per- 
sonality may indicate that in the original 
group psychopathy was common. It may, 
however, be because psychopathic charac- 
teristiés were an aid to survival in this spe- 
cial situation. These individuals were emo- 
tionally blunted and lacked the restraints of 
conscience. Therefore, they were able to 
seize every opportunity to satisfy their 
own personal needs without considera- 
tion for the group as a whole. Furthermore, 
their shallowness of affect may have pro- 
tected them from sustained depression or 
anxiety with associated anorexia which 
proved fatal to other prisoners. 

The hysterical conversion features com- 
mon to many of the group had similar sur- 
vival value in that they, too, often replaced 
anxiety and depression. It is of special inter- 
est that the mechanism of emotional sup- 
pression which often ended in some degree 
of hysterical loss of function was commonly 
invoked by those in our group who were con- 
sidered to have generally well integrated and 
non-neurotic personalities. It indicates the 
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truth of the old cliché that everyone has a 
breaking point given an adverse situation of 
sufficient magnitude. It further accents the 
economy of hysterical emotional detachment 
and suppression. 

In general, it appears that the experience 
had a comparatively long lasting handi- 
capping effect on the personality adjustments 
of even the best integrated of these indi- 
viduals. Among those heard from after a 
year of repatriation, although some were 
functioning adequately in productive capaci- 
ties, few were completely well and happy 
and effectively engaged in a suitable job 
Evaluation" of the end result must await 
the passage of more time. 
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THE ELECTROENCEPHALOGRAM IN MALADJUSTED CHILDREN 


LOUISE F. W. EICKHOFF, M.B., Cu. B, D. P.M. AND 
C. A. BEEVERS, D. Sc., F. Instr. P., F. R. S. E? EDINBURGH, SCOTLAND 


Three years ago we embarked upon a 
study which, owing to wartime conditions, 
has not been reported. We have now been 
able to extend our observations and to review 
our results in the light of more recent knowl- 
edge. The purpose of this paper is to seek a 
correlation between the psychiatric condition 
and encephalographic abnormality of malad- 
justed children. 

We took the first 50 cases available at 
. Jordanburn Nerve Hospital at the time of the 
study; ages ranged from five years and 
five months to fifteen years. Of these cases 
16 were diagnosed as psychopaths of the 
ageressiv2 type, 8 as psychopaths of the in- 
adequate type, 7 as obsessional states, 5 as 
anxiety states, 13 as reactive depressions and 
I as a schizoid personality. They represented 
the usual range of symptomatology, having 
been referred for incontinence of urine, for 
difficulties of speech, emotion or movement, 
for fears or nocturnal disturbances, failure at 
school or generally, truancy, vagrancy, pe- 
culiar habits, theft or other criminal tenden- 
cies. Three of the aggressive psychopaths, 
2 of the anxiety states and 2 of the depres- 
sions were also high grade mental defectives. 
Of the tozal 50, 6 had a history of “turns,” 15 
of enuresis, 8 of requiring resuscitation after 
a difficult birth and 10 oi mild concussion or 
meningitis. 

Further, we examined 46 normally ad- 
justed children from two schools represent- 
ing the working class and the upper and 
lower middle classes from which our patients 
came. Their ages ranged from five to four- 
teen inclusive, their home life was har- 
monious, their adjustment to each stage in 
life had been normal and their performance 
was average at school, although 1 or 2 highly 
intelligent children were included. No men- 
tally dull child was examined in this cate- 
gory, and 2 with broken homes were re- 
placed by 2 other children with normal en- 
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vironments. Both normal and abnormal 
children were examined psychiatrically, com- 
plete personal and family histories being ob- 
tained at the same time by the psychiatrist. 
They were then sent to ward 20, Royal 
Infirmary, Edinburgh, where the electrical 
records were made. 

The electroencephalographic equipment 
consisted of a three-channel Ediswan-Walter 
apparatus using cathode-ray oscillographs. 
Four electzcdes were spaced out longitudi- 
nally down each hemisphere in turn (with 
6-7 cm. between neighboring electrodes) and 
the three channels connected to these in a 
“bipolar” manner. The subject lay on a 
comfortable trolley with the head turned 
first to one side and then to the other. A 
visual examination lasting several minutes 
was made of each hemisphere and short 
records photographed, the subject being 
asked to open and close the eyes several 
times during the examination. Every attempt 
was made to see that the children were con- 
tented and the majority of them quite en- 
joyed the examination. 

The results obtained on normal childrer 
show considerable variability. At the upper 
end of the-range (age I2-15) the activity 
was almost entirely 8-10 per second wave: 
showing the usual response to closure o! 
the eyes (the "alpha" rhythm). This alph: 
activity in normal children is variable in siz 
from one case to another, as in adults, bu 
in children it is often very much less regula: 
than in the adult, and there are at time 
single large waves or a burst of large wave: 
very sudden in onset, giving a spiky and ir 
regular appearance to the record. In th 
younger children (5-8 years of age) ther 
are occasional 4 per second and other slov 
waves often mixed with faster frequencie 
and reaching a size of over 100 aV. I 
is clear tha: the standard of normality o 
the EEG must vary very considerably witl 
age, so that a very large number of norma 
children is needed before adequate standard 
can be set up. Our own series is quite in 
sufficient for this. To supplement our result 
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some attention was given to the results of 
Gibbs and Gibbs (1941), Lindsley (1936) 
and Brill and Seidemann (1941), but of 
course, in comparing the results of different 
. workers the varied electrode-placements used 
must be considered. 

The EEGs of the normal children were 
taken as a standard of normality with which 
the records of the maladjusted were com- 
pared. The records were then scrutinized 
and the psychiatric data tabularized under 
the main headings—psychiatric stigmata in 
father and mother and their collaterals, stig- 
mata in siblings, endogenous factors (birth 
injury, cerebral damage, ‘life-long history), 
personality, symptomatology, treatment and 
response to treatment. The two halves of the 
work were compared. As our numbers were 
small only positive results are recorded. 

The psychiatric groups ‘aggressive’ and 
‘inadequate’ showed an average family load- 
ing of 7 stigmata per case, 11 main symptoms 
per case of which 4 were aggressive in type. 
The ‘obsessional,’ ‘anxiety’ and ‘depressive’ 
groups shcwed features so similar that we 
were able to take the average for all three 
groups. The family loading averaged 4.2 
stigmata per case, the symptomatology 7 per 
case of which 1.7 were aggressive charac- 
teristics. Six of the psychopaths had re- 
quired resuscitation at birth and 3 had had 
mild concussion. 

One case only had definite electroenceph- 
alographic abnormality. This 13-year-old 
lad was subject to outbursts of violence in 
which he would be destructive to persons and 
property and which alternated with periods 
of sullen moroseness in which he would be- 
come solitary. His history of difficulty was 
life-long, but he had had a mild concussion 
at the age of 4 years. He was not the worst 
of the psychopathic personalities. Seven 
other cases showed a doubtful abnormality 
of the EEG, 4 being aggressive psychopaths, 
2 inadequate psychopaths and 1 case an ob- 
sessional. There had been much debate about 
the diagnosis of the last case, for whereas her 
symptomatology had blossomed into a true 
Obsessional neurosis, it was obvious from her 
history that she had always been a severely 
defective personality. She also suffered from 
Pink's disease in infancy. One child in the 
doubtful abnormal category had an intel- 
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lectual defect, 1 had a history of petit mal 
attacks, 1 had a difficult birth and another 
a history of possible organic complication. 

In our series there is little encephalo- 
graphic abnormality, only I case in the 50 
being definite. Seven other cases do not 
correspond exactly to normality, but as our 
experience with normal children is limited, 
we should not classify these among the ab- 
normals. If however we analyze these 8 
cases, we can find no other common bond 
beyond their inclusion in the psychopathic 
groups, and this distinction they share with 
17 other cases which had normal EEGs. 
Symptomatically there was no correlation 
whatever; only 2 were enuretic whereas I3 
other enuretics had normal EEGs; tke 
amount of aggression shown varied in each 
case, and even the response to treatment 
varied—-I recovered, 2 recovered and re- 
lapsed, 3 remained too impaired to stay in 
the normal community and I grew worse. 
These cases could be compared with the 
rest of the psychopathic groups and con- 
trasted with the other groups, but they did not 
constitute a class of their own. 

It appears therefore from our findings that 
the EEG and the psychiatric pattern in the 
child are not correlated, that symptomatically 
there is no connection whatever, and that we 
are not able to use the EEG prognostically 
in the maladjusted child. It wculd appear 
that psychiatrically a cerebral dysrhythmia 
should be regarded as one of the stigmata 
which may or may not occur in psychiatric 
children, and in this way it is similar to syn- 
dactyly, congenital heart lesions, left-handed- 
ness, undescended testicle, etc. It is appre- 
ciated that in a defective more than one ab- 
normality may be found, and it is significant 
that the 1 truly abnormal and the 7 possible 
abnormal EEGs were found in the psycho- 
pathic or defective personality groups where 
the hereditary loading was heaviest, the 
symptomatology much richer, and where 
other defects were found. 

Other workers have shown a higher per- 
centage of abnormality, but this may be due 
to difference in sampling. Jasper, Solomon 
and Bradley in their series of behavior 
problem children found more abnormality 
than we in our series, but they showed 
that there existed a closer relation between 
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electroencephalographic abnormality and neu- 
rological findings than between the dys- 
rhythmia end behavior disorder. We know 
that there is a direct relation between dys- 
rhythmia and certain lesions in the brain, 
e.g., occlusion of the carotid arteries, tumor, 
abscess, etc., but such lesions do not neces- 
sarily produce psychopathy. In support of 
this conclusion it is known that the details 
` of the normal EEG do not relate in any way 
to the personality of the subject. It appears 
from these observations and our findings, 
that the encephalogram is evidence of some 
physical state which has no direct bearing 
on a psychiatric condition, but which may 
occur as a defective stigma in children with 
psychiatric conditions more especially of the 
defective type. 
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SUMMARY 


We investigated the EEGs of 46 normal 
and 50 maladjusted children and found no 
correlation between encephalogram and psy- 
chiatric condition. 

Our thanks are due to Professor D. K. Henderson 


and Mr. Norman Dott for their help and the facili- 
ties of their departments, to the Head Master of 


. North Merchiston School and the Head Mistress 


of James Gillespie’s Girls’ School for their intelli- 
gent selection of normal children, and to the Edin- 
burgh Education Department for co-operation in 
this study. 
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FURTHER STUDIES ON SHORT COURSES OF ELECTRIC SHOCK 
TREATMENTS 
NATHAN SAVITSKY, M.D. ano WILLIAM KARLINER, M.D. 
New York, N. Y. 


Since the first publication on “The Ques- 
tion of Skorter Courses of Electroshock 
Therapies in the Depressions” by Savitsky 
and Tarachow(ro), additional data have 
been collected. 

The treatments were all given extra- 
murally in the office of one of the authors. 
The Lektra machine was used in every in- 
stance. Two treatments were given per 
week. The voltage varied from 120 to 160, 
and the time was 0.2 second.. Two rapidly 
successive stimulations were given in almost 
every instance. This report includes 34 of 
IOO patients who recovered with 5 or less 
treatments. Nine were males and 25 females. 
Thirty of these (88.2% ) were suffering with 
depressed phase of manic-depressive psy- 
chosis; 3 (8.8%) had involutional melan- 
cholia, and in one (3%) the diagnosis was 
schizophrenia. The periods of recovery after 
these short series varied from 11 months to 
28 months with an average of 154 months. 
These psychotic episodes lasted for periods 
ranging from 3 weeks to 3 years. One pa- 
tient had been depressed for 2 years, and 
the schizophrenic had had paranoid ideas 
for 3 years. There seems to be no clear re- 
lation between the duration of illness and 
the number of treatments needed to bring 
on a remission. 

A few of the 12 patients reported by Sa- 
vitsky and Tarachow in 1945 were followed. 
A 35-year-old man with a depression of 7 
months' duration, and who cleared up with 
4 electric shock treatments, has remained 
well for 32 years after the last treatment. 
Another patient, a 40-year-old man with a 
depression of 7 months’ duration, who re- 
sponded to 4 electric shock treatments, has 
continued to be well for 36 months after the 
last treatment. A 44-year-old woman with 
a depressive episode of 3 months’ duration, 
who cleared up with’ 5 electric shock treat- 
ments, is reported to be well after 3 years 
and 3 months. A 47-year-old woman with 
a depression of 9 months' duration, who re- 


covered after 3 treatments, is well for 3 
years and 3 months after her last treatment. 
The observation mentioned in Savitsky and 
Tarachow's paper, that the preserce of neu- 
rotic symptoms during the psychotic episode 
renders the illness more refractory to elec- 
troshock therapy, has not been confirmed bv 
further study. 

Recurrence of episodes of depression has 
been observed in 2 of the 12 previously re- 
ported patients. One of these returned for 
another course; this recurrent depression 
cleared up after 5 treatmerts. He has re- 
mained well for one year after this last series 
of treatments. 

Of the 34 patients in this series who 
were given 5 or fewer treatments, 16% had 
had relapses. Of the 66 who had more than 
5 treatments, 22.8% relapsed. Some of the 
patients who were given longer courses of 
electric shock treatments even showed un- 
usually frequent relapses with significant 
shortening of the periods of remission. 

There seems to be justification as already 
indicated by Sands and Sargant(9) for giv- 
ing as few electric shock treatments as is 
necessary to bring on a remission. Klein- 
schmidt(2) and Sands and Sargant have al- 
ready emphasized the necessity for individ- 


.ualizgng the amount of treatment for each 


patient, avoiding any “rule of the thumb 
method." There is no proof that giving more 
treatments causes a more protracted remis- 
sion, | . 
Since the publication of the first paper on 
shorter courses of electric shock treatments, 
the tendency to shorten the course of treat- 
ments has become more widespread. The 
emphasis, however, in the literature is still 
on the inadequacy of shorter courses (Kali- 
nowsky, Bennett, Gralnick, and others). 
Norman and Shea(7) in 1945 reported that 
the average number of treatments fcr in- 
volutional melancholia was 15 and for manic 
syndrome of manic-depressive psychosis 20. 
Mueller(5) reported remissions in manic- 
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depressive psychosis with 4 to 6 electric 
shock treatments. Smith(12) and his asso- 
ciates stated that recurrences are not pre- 
vented by giving additional electric shock 
treatments. Malzberg(4) in his statistical 
analysis of New York state hospital data 
concluded that courses of less than 15 con- 
vulsions in schizophrenics gave higher rates 
of recovery than did longer courses. Low- 
inger anc Huddleston(3) found that, in 
schizophrenics who were ill more than 6 
months, courses of 16 to 20. grand mals 
yielded ro better remission rates than 
courses of IO te r5. In patients whose ill- 
ness was of more than 6 months’ duration, 
better remissions were obtained with 10 to 
I5 grand mals than with more treatments. 
Wolfe(r3) stated that depressions take as 
few as 3 treatments. Senseman’s(II) av- 
erage number of treatments per patient in 
his series of 30 cases was 4.1, ranging from 
2 to 11. He noted a depressive who cleared 
up after 3 treatments. Myerson(6) reported 
that 4 pstients with borderline psychoses 
who did not respond to other forms of 
therapy, including long periods of psycho- 
therapy, benefited markedly after 3 to 5 elec- 
tric shock treatments. 

Reynolds(8) admits that improvement 
may begin almost right after the first treat- 
ment and proceed to a point where a patient 
may be nearly symptom-free after.5 or 6 
treatments. However, he warns not to stop 
treatment at this point because relapses 
occur within a week or two. He advises to 
continue treating the patient even if symp- 
tom-free. Wolfe adds that he usually likes 
to throw in 2 or 3 extra treatments. We do 
not agree at all with this point of view. 
Bagchi, Howell, and Schmale( 1), in clinical 
and electroencephalographic studies of elec- 
tric shock treatments, found no significant 
relationship between the number of treat- 
ments and the results obtained. 

A. few case histories may clarify the prob- 
lem: 

CASE I.—À 40-year-old married woman was de- 


pressed for 4 months. The family history was 
negative. There were no previous attacks of de- 


pression. There was, however, a long history of 


compulsive tendencies. The examination showed 
dejection, retardation, insomnia, loss of interest, ob- 
sessive thinking, and self-derogatory notions.' She 
was given 4 electric shock treatments, all grand mal 
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seizures. Improvement was evident after the second 
treatment, with a complete remission after the 
fourth. Twenty-one months later, she. was per- 
fectly well, with no depression. She denied com- 
pulsions. 


CASE 2-—-A 44-year-old married man was de- 
pressed for 4 months. He had a previous attack of 
depression 8 years before, 'There was no history 
of hypochondriasis or of neurotic symptom for- 
mation between attacks. This last episode began 
with an interse fear of a stroke. He soon became 
agitated and depressed with loss of interest, in- 
somnia, and inability to work. Hypochondriasis 
became intense. He was given 4 electric shock 
treatments, all grand mal seizures. Improvement 
was noted after the first treatment, and he appeared 
compíetely well after the fourth. He was seen 
about 28 months aíter the last treatment; he ap- 
peared completely well. 


CASE 3.—À 37-year-old married woman who was 
depressed for 4 months had had one previous at- 
tack that required institutionalization. Between 
attacks patient was completely normal. She was 
dejected, lost interest in everything, could not sleep 
or eat, and was utterly unable to do her housework. 
She was given 2 electric shock treatments, both 
grand mal seizures. There was no change after 
the first treatment; she seemed completely well 
after the second. She remained well for 9 months 
and recently had a relapse. 


CASE 4.—À 52-year-old man was depressed for 3 


. months. There was a long history of at least ro 


years of schizoid behavior with occasional defi- 
nitely paranoid tendencies. He had had many at- 
tacks of depression and manic behavior. One of 
these attacks lasted almost 2 years. The other 
lasted 4 to 8 months. On examination he appeared 
depressed, retarded, and extremely self-derogatory ; 
he could not sleep, lost his appetite, was unable to 
work, and lost interest in everything. He was given 
1 electric shock treatment and appeared well after 
it. He remained well for 1 year following this 
treatment. 


. SUMMARY 


Thirty-four additional patients with diag- 
noses of manic-depressive psychosis, invo- 
lutional melancholia, and schizophrenia were 
treated with 5 or fewer electric shock treat- 
ments. All the patients had complete re- 
missions for periods up to 28 months. Some 
patients previously reported, who had been 
given 5 or fewer treatments, were followed 
up and were found to have remained well 
up to 3$ years after the last treatment. 
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REPORTS OF MEETINGS OF THE COUNCIL 


THE AMERICAN PSYCHIATRIC ASSOCIATION 


NEW YORK CITY 
May 17-23, 1947 


May 17, 1947 


A meeting of the Council of The American Psy- 
chiatric Association was called to order by the 
President, Dr. Samuel W. Hamilton, at 2.00 p.m. 

Those present: 


Officers: Dr. Hamilton, President; Dr. Over- 
holser, President-Elect; Dr. Bartemeier, Sec- 
retary- Treasurer. 

Councilors: Drs. Bowman, Cathcart, Gayle, 
W. C. Menninger, Moersch, Ratliff, Rennie, 
Ruggies, Strecker, G. A. Young, and former 
President, J. K. Hall. l 

Auditor: Dr. Hamill. 

Executive Assistant, Mr. Davies. 

Chairmen of committees: Drs. E. D. Bond, 
Burlingame, R. M. Chambers, R. McC. 
Chapman, T. M. French, Heldt, Kenworthy, 
F. W. Parsons, P. L. Schroeder, Tarumianz, 
Thom, Tiebout, and Zilboorg. 

Representatives of affiliate societies: Drs. Bill- 
ings (Colorado), Colomb (New Orleans), 
Dexter (New England), Maeder (Pennsyl- 
vania), Moloney (Michigan), Robie (New 
Jersey), and Suitt and Young (North 
Carolina). 


+ 


The Council received the report of the meeting 
of the Executive Committee held Apr. 22, 1947, 
which was read by the Secretary. 

Dr. Bartemeier presented the report of the Trea- 
surer for the period, Apr. 1, 1946-Mar. 31, 1947, 
and upon motion by Dr. Ruggles, seconded by 
Dr. Gayle, the report was accepted. 

President Hamilton read letters from Dr. Edgar 
C. Yerberry and Dr. Zigmond M. Lebensohn, dele- 
gates to the Committee on Science Foundation 
Legislation, which held its first meeting in Wash- 
ington, D. C., Feb. 23, 1947. 

Dr. Hamilton announced that the delegates to 
the Nationa. Conference on UNESCO in Phila- 
delphia, Mar. 24-26, were Dr. George H. Steven- 
son, Dr. Edward A. Strecker, and Dr. Lauren 
Smith. 

Dr. Hamilton also read a report from Dr. Bald- 
win L. Keyes, Dr. James P. Sands, and Dr. George 
E. Peatick, delegates to the 51st annual meeting of 
The American Academy of Political and Social 
Science in Philadelphia, Apr. 18 and 19. 

Dr. Bartemneier read a report of the estimated 
budget for the Association for 1947-1948, and 
Dr. Ralph C. Hamill spoke for the need of a 
Finance Committee composed of members who live 
in or near New York City so that they might 
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function effectively in studying the financial affairs 
of the Association. 

The Council received the report of the Execu- 
tive Assistant, Mr. Austin M. Davies. 

Upon motion by Dr. W. C. Menninger, seconded 
by Dr. Ruggles, the Council voted to accept the 
recommendation of the Executive Committee that 
a Budget Committee be appointed. 

The Council voted to accept the recommendation 
of the Executive Committee that one dollar from 
the dues of each member of the Association be 
allocated to the JouRNAL. 

Upon motion by Dr. Strecker, seconded by 
Dr. Ruggles, the Council voted that Dr. Karl M. 
Bowman act as a committee of one to discuss the 
status of our colleagues who work in the institu- 
tions for the mentally deficient with our representa- 
tives on The American Board of Neurology and 
Psychiatry. 

After considerable discussion, the Council voted 
on motion by Dr. Bowman, seconded by Dr. Ratliff, 
that further consideration of the budget be de- 
ferred until after the meeting of the membership 
as a Committee of the Whole on May 22, 1947. 

Dr. Marion Kenworthy read the report of the 
Committee on Psychiatric Social Service and upon 
motion by Dr. Strecker, seconded by Dr. Ruggles, 
the Council accepted and approved the report. 

Dr. Frederick W. Parsons presented the report 
of the Committee on Arrangements, which was 
approved by unanimous consent of the Council. 

On motion by Dr. Bowman, seconded by 
Dr. Ruggles, :he Council voted to refer the ques- 
tion of membership tn the Social Science Research 
Council to the Executive Committee for a report. 

On motion by Dr. Bartemeier, seconded by 
Dr. Ratliff, the Council voted that Dr. C. Charles 
Burlingame be delegated to represent the Associa- 
tion at the meeting of the Royal Medico-Psycho- 
logical Association at no expense to this Asso- 
ciation. 

The Council voted, on motion by Dr. Ruggles, 
seconded by Dr. Ratliff, that the Association pay 
$75.00 to The American Registry of Pathology. 

Dr. Ratliff moved, and Dr. Cathcart seconded 
the motion, that the application of The New York 
Society for Clinical Psychiatry be referred to the 
Executive Committee with power to act. The 
motion was passed. 

Dr. Bowman moved, and Dr. W. C. Menninger 
seconded the motion, that the Council authorize 
the setting up of a Section on The Private Prac- 
tice of Psychiatry. This motion was passed. 

Dr. Thomas M. French presented the report of 
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the Committee on Research and on motion by 
Dr. Strecker, which was seconded by Dr. Ratliff, 
the report was accepted. 

President Hamilton read a letter from Dr. Paul 
H. Brauer and, after some discussion, Dr. Over- 
holser made a motion which was seconded by 
Dr. Menninger that the letter be referred tc the 
Committee on Standards and Policies. The motion 
was passed. 

On motion by Dr. Bowman, seconded by Dr. 
Overholser, the Council voted to approve the action 
of the Executive Committee in passing a resolu- 
tion that the Thursday morning session be con- 
sidered as a meeting of the Committee of the Whole. 

The meeting recessed at 6.00 p.m. and reconvened 
at 8.30 p.m. 

President Hamilton called upon Dr. Zilboorg 
who presented the report of the Committee on the 
History of Psychiatry. On motion by Dr. Strecker, 
seconded by Dr. Bowman, the Council voted to 
accept and approve the report of the Committee. 
After some discussion, the Council voted, on mo- 
tion by Dr. Bowman, seconded by Dr. Strecker, 
to approve the re-issue of the centenary volume 
in a cheaper edition by ways and means to be ap- 
proved by the Council on the recommendation of 
the Committee on the History of Psychiatry. In 
this connection, Dr. Bowman moved and Dr. 
Strecker seconded the motion that the question of 
an appropriation of $500 be referred to the Budget 
Committee, and the motion was carried. 

Dr. Overholser reported that Dr. Samuel Moreno, 
a Corresponding Member of our Association, has 
recently been appointed the Chief of Neuropsychi- 
atric Assistance for the Republic of Mexico and 


was given a letter by the sub-secretary of The: 


Department of -Welfare and Health of The Repub- 
lic of Mexico asking that the Association give him 
all possible courtesy. Dr. Moreno is ill but sent 
a letter. Dr. Overholser moved that a suitable 
acknowledgment be made to the writer of the 
letter, the sub-secretary of Health and Welfare of 
the Republic of Mexico, and that a proper letter 
be sent to Dr. Moreno as well. Dr. Ruggles 
seconded the motion and it was so voted. 

Dr. Bartemeier moved that the report of the 
Committee on Psychiatric Social Service be re- 
printed and sent to the superintendents of all men- 
tal hospitals with an appropriate cover letter. This 
motion was seconded by Dr. Bowman and carried. 

Dr. Ruggles moved and Dr. Bowman seconded 
that the Secretary be requested to send a note of 
regret at their absence from this meeting to the 
two past presidents, Dr. Cheney and Dr. Meyer, 
and Dr. Russell. This motion was passed. 

Dr. Ralph M. Chambers presented the report of 
the Committee on Psychiatric Nursing. Dr. Over- 
holser moved the acceptance of the report and the 
approval of a resolution read by Dr. Chambers: 
“The American Psychiatric Association agrees to 
make possible the continuation of the project now 
financed by The Rockefeller Foundation at the 
level at which it has been and is now being con- 
ducted until June 30th, 1951, by appropriating funds 
to supplement the appropriations of The Rockefeller 
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Foundation.” Dr. W. C. Menninger seconded the 
motion, which was passed. 

At the request of President Hamilton, the Secre- 
tary read the report of the Committee on Veterans 
submitted by Dr. Howard W. Potter, Chairman. 
Dr. Bowman moved the acceptance of the report 
and Dr. Ratliff seconded the motion, which was 
passed, l 

The Council discussed the probable reduction in 
the amount of the appropriation requested by the 
Veterans Administration and voted on motion by 
Dr. W. C. Menninger, seconded by Dr. Bowman, 
to draft a resolution in behalf of the Veterans 
Administration. 

Dr. Karl A. Menninger presented a preliminary. 
report of the Committee on Reorganization and on 
motion by Dr. Strecker, seconded by Dr. Gayle, 
the report was accepted. 

Dr. Thomas J. Heldt presented the report of the 
Committee on Ethics, and on motion by Dr. Rug-' 
gles, seconded by Dr. Overholser, the report was 
approved by the Council. 

The meeting was adjourned at 10.30 p.m. 


a 


May 18, 1947 


President Hamilton called a meeting of the Coun- 
cil to order at 9.30 a.m. 
Those present: 


~ 


Officers: Dr. Hamilton, President; Dr. Over- 
holser, President-Elect; Dr. Bartemeier, Sec- 
retary-T reasurer. 

Councillors: Drs. Appel, Bowman, Cathcart, 
Gayle, W. C. Menninger, Moersch, Ratliff, 
Rennie, Ruggles, Strecker, Waggoner, G. A. 
Young, and former President, J. K. Hall. 

Auditor: Dr. Hamill. l 

Executive Assistant: Mr. Davies. 

Chairmen of committees: Drs. Ackerly, E. D. 
Bond, Braceland, Burlingame, R. M. Cham- 
bers, R. McC. Chapman, Farrar, T. M. 
French, Haskell, Heldt, Kenworthy, N. D. C. 
Lewis, Malamud, K. A. Menninger, F. W. 
Parsons, H. W. Potter, P. L. Schroeder, 
G. H. Stevenson, Tarumianz, Thom, Tiebout, 
and Zilboorg. 

Representatives of affiliate societies: Drs. Bill- 
ings (Colorado), Colomb (New Orleans), 
Dexter (New England), Leet (Kentucky), 
Maeder (Pennsylvania), Moloney (Michi- 
gan), Robie (New Jersey), and Suitt and 
Young (North Carolina). 


After some discussion, Dr. Strecker moved, and 
Dr. Bowman seconded the motion, that Dr. Hamil- 
ton improve the phraseology of the membership 
and fellowship certificates. This motion was passed. 

President Hamilton read a report from the Spe- 
cial Committee Advisory to the New York State 
Department of Social Welfare. Dr. Bowman moved 
that the Committee be continued, and Dr. Ratliff 
seconded the motion, which was passed. 

President Hamilton read a letter from Dr. Frank 
Fremont-Smith which accompanied the final report 
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of Doctor Forrest M. Harrison, Director of the 
Psychiatric Personnel Placement Service. On mo- 
tion by Dr. Ratliff, seconded by Dr. Appel, the 
Council voted to accept the report from the Joint 
Committee on Placement. It was the consensus of 
the Council that the report should be published. 

The Secretary read the report submitted by 
Dr. Clifton T. Perkins, Chairman of the Commit- 
tee on Putlic Health. On motion by Dr. W. C. 
Menninger, seconded by Dr. Strecker, the Council 
voted to accept and approve the report of the Com- 
mittee. The question of'funds for holding a meet- 
ing of the Committee is to be referred to the 
Budget Committee. 

Dr. George H. Stevenson presented the report 
of the Committee on International Relationships. 
Dr. W. C. Menninger moved acceptance and ap- 
proval of the report. This motion was seconded 
by Dr. Strecker and so voted. Dr. Bowman moved 
‘that the American Psychiatric Association apply 
for membership in The World Health Organiza- 
tion. Dr. W. C. Menninger seconded the motion 
and after some discussion it was so voted. The 
Secretary was instructed to prepare the application. 

Dr. Farrar read the report of the Editor of the 
JourNAL. Upon motion by Dr. Ratliff, seconded 
by Dr. Moersch, the Council voted to accept the 
report. 

Dr. Malamud presented the report of The Pro- 
gram Committee, Dr. 
its acceptance and approval. Dr. Ruggles seconded 
the motion and it was so voted. 

Dr. Burlingame presented the report of the 
Committee on Public Education and after a mo- 
tion by Dr. Strecker, seconded by Dr. Bartemeier, 
the Council voted acceptance of the report. 

Dr. Bowman moved tbat Dr. Burlingame be 
authorized to act as a representative of the Ameri- 
can Psychiatric Association at a meeting of the 
Netherlands Psychiatric Association. Dr. Barte- 
meier seconded the motion and it was so voted. 
Dr. Bowman moved that a special committee be 
appointed to draw up a statement of psychiatric 
principles and practice and to report to the Council 
in due course of time. Dr. Menninger seconded the 
motion and after some discussion it was so voted. 


Dr. Chapman presented an interim report for the’ 


Committee on Biography which was accepted by 
common consent. l 

Dr. Thom presented the report of the Committee 
on Preventive Psychiatry. Dr. Strecker moved that 
the report be accepted, approved, and highly com- 
mended. Dr. Overholser seconded the motion, and 
following some discussion it was so voted. 

Dr. Ackerly read the report of the Committee 
on Membership. Dr. Strecker moved that the re- 
port be accepted and approved, and Dr. Bowman 
seconded the motion. The Council voted to ac- 
cept 95 applications for Associate Membership and 
to reinstate one Associate Member. The Council 
voted to accept 352 applications for Membership 
and to reirstate seven Members. The Council voted 
to accept 197 applications for transfer from Asso- 
ciate Membership to Membership. The Council 
finally voted to accept 75 applications for trans- 
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fer fram Membership to Fellowship and the rein- 
statement of two Fellows. The Council also votec 
favorably on 2 applications for Corresponding Mem- 
berships and the nomination of General Paul D 
Hawley to Honorary Membership. After some dis- 
cussion, Dr. Overholser moved that the Council re- 
consider the applications for transfer from Mem- 
bership to Fellowship, and Dr. Ratliff secondec 
the motion. It was so voted. Upon motion by 
Dr. V/aggoner, seconded by Dr. Bowman, the 
Council voted to defer the reconsideration of the 
list for transfer to Fellowships until after luncheon 
It was so voted. The Council recessed at 1.00 p.m 

The Council reconvened at 2.15 p.m. and Presi- 
dent Hamilton called upon Dr. Tarumianz, whc 
presenied the interim report of the Committee or 
Psychiatric Standards and Policies. Dr. Appe 
moved its acceptance and Dr. Ratliff seconded th 
motior. It was so voted. Dr. Strecker moved tha 
the Ccuncil approve the creation of a board for the 
inspecting ani rating of mental hospitals, as previ- 
ously recommended by this Committee, with suffi 
cient funds to be obtained from sources outside the 
Amerizen Psychiatric Association, to organize al 
once a well-cualified staff of inspectors. Dr. Appel 
seconded the motion, which was passed. 

After some discussion, Dr. Waggoner movec 
that the recommendations of the Membership Com- 
mittee in regard to the transfer of Members tc 
Fellowships be approved. Dr. Bartemeier seconded 
the motion end it was carried. 

Dr. Bartemeier moved that the Committee on 
Membership circulate to the Councillors, within 6c 
days of the annual meeting, a list of their recom- 
mendations for membership in all classes., Dr. Rat- 
liff seccnded the motion, and it was so voted. 

Dr. Braceand presented a report as Chairmar 
of the Committee on Military Psychiatry. Upon e 
motion by Dr. Strecker, which was seconded by 
Dr. V/aggorer, the Council voted to receive anc 
accept the report with approval. 

Upon a mction by Dr. Gayle, which was secondec 
by Dr. Appel, the Council voted to remit the due: 
of Dr. John F. Norris until he resumes practice 

Dr. Bowman moved that the resignation ol 
Dr. A. L. Breen be accepted and his dues remitted 
Dr. Moersca seconded the motion, which was 
passec. i 

Upon moczion by Dr. Strecker, seconded by 
Dr. Bartemeier, the Council voted to accept the 
resigmation of Dr. Lloyd P. Gray and remit his 
dues. 

Upon motion by Dr. Young, seconded by Dr 
Bowman, the Council voted to accept the resigna- 
tion cf Dr. Lamont Henry with regret. 

Upon mction by Dr. Ratliff, seconded by 
Dr. Strecker, the Council voted to accept the resig- 
natior of D-. Arthur W. Ogden with regret. 

Upon motion by Dr. Strecker, seconded by 
Dr. Overholser, the Council voted to accept the 
resigration cf Dr. Evelyn R. Ott and remit her dues 

Upon moton by Dr. Gayle, seconded by Dr. Ap- 
pel, the Council voted to accept the resignation ol 
Dr. Maurice D. Urist upon payment of arrearage 

Dr. Rugg.es moved, and Dr. Strecker secondec 
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the motion, that the dues of Dr. Ray L. Whitney 
be remitted and that his resignation be accepted. 
It was so voted. 

Upon motion by Dr. Bowman, seconded by 
Dr. Overholser, the Council voted that Dr. S. C. 
Fuller be continued as a member of the Association 
and his dues remitted. It was so voted. 

Dr. Bowman moved that the dropping of Dr. 
T. D. Cumberland be deferred pending the receipt 
of a message from the Editor of the JOURNAL. 
Dr. Overholser seconded the motion, which was 
passed. l 

Dr. Strecker moved that the dropping of Dr. F. C. 
Wagenhals be deferred until a message is received 
from Dr. Ratliff. Dr. Bowman seconded the motion 
and it was so voted. 

After some discussion, Dr. Bowman moved that 
the Association allow the Secretary $roo.co a 
month for secretarial expenses. Dr. Strecker 
seconded the motion, which was carried. 

Dr. Ruggles moved the adoption of a resolution 
in behalf of the Veterans Administration. Dr. Bow- 
man seconded the motion, which was carried. 

The meeting was adjourned at 4.30 p.m. 


May 19, 1947 


President Hamilton called a meeting of the Coun- 
cil to order at 3.30 p.m. 
Those present: 


Officers: Dr. Hamilton, President; Dr. Over- 
holser, President-Elect; and Dr. Bartemeier, 
Secretary-T reasurer. 

Councillors: Drs. Appel, Bowman, Cathcart, 
Gayle, W. C. Menninger, Moersch, Ratliff, 
Rennie, Ruggles, Strecker, Waggoner, G. A. 
Young, and former President, J. K. Hall. 

Auditor: Dr. Hamill. 

Executive Assistant: Mr. Davies. 

Chairmen of committees: Drs. Ackerly, E. D. 
Bond, 3raceland, Burlingame, R. M. Cham- 
bers, R. McC. Chapman, Ebaugh, Farrar, 
T. M. French, Haskell, Heldt, Kenworthy, 
N. D. C. Lewis, Malamud, K. A. Menninger, 
F. W. Parsons, H. W. Potter, P. L. Schroe- 
der, G. H. Stevenson, Tarumianz, Thom, 
Tiebout, and Zilboorg. 

Representatives of affiliate societies: Drs. Bill- 
ings (Colorado), Colomb (New Orleans), 
Dexter (New England), Leet (Kentucky), 
Maeder (Pennsylvania), Moloney (Michi- 
gan), Robie (New Jersey), and Suitt and 
Young (North Carolina). 


Reporting for the Executive Committee, Dr. 
Strecker exp-essed the recommendation that the 
New York Society for Clinical Psychiatry be ad- 
mitted as an affiliate society of the American Psy- 
chiatric Association. Dr. Ruggles moved that the 
report of the. Executive Committee admitting the 


New York Society for Clinical Psychiatry be ap- 


proved. Dr. Bowman seconded the motion, which 
was carried.. 

Dr. Ebaugh presented the report of the Commit- 
tee on Psychiatry in Medical Education. Dr. Wag- 
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goner moved that the report be accepted and ap- 
proved, and that the Chairman of the Committee 
and whomever else he may choose to assist kim be 


empowered to seek the necessary funds to carry 


out the program outlined in the reports. Dr. Over- 
holser seconded the motion, which was carriec. 
Upon motion by Dr. Bowman, seconded by Dr. Rat- 
liff, the Council voted to appropriate the sum of 
$4,000 to the Committee on Psychiatry in Medical 
Education for the coming fiscal vear. Dr. St-ecker 
moved that the Committee be authorized to com- 
municate with executive officers of the American 
Psychological Association, the American Socio- 
logical Association, the American Association of 
University Professors, and the American Associa- 
tion of Medical Colleges regarding a conference to 
formulate definitive planning to present medical 
education in the social sciences. Dr. Bartemeier 
seconded the motion and it was so voted. 

At the invitation of the Council, Mr. Dean Lang- 
muir met with Council and discussed various ques- 
tions regarding the awarding of the annual “ester 
N. Hofheimer Prize for Research. After consider- 
able discussion, Dr. Ruggles moved that the offer 
of the Estate of Lester N. Hofheimer, deceased, be 
accepted, the terms carried out with the provision 
of change of wording to be acceptable to the execu- 
tors of the estate and the Council of the American 
Psychiatric Association on advice of cur Ccunsel. 
Dr. Bowman seconded the motion and it was passed. 
Dr. Strecker moved that the Secretary be instructed 
to draw up a proper letter following the sugges- 
tions of Mr. Dean Langmuir that it ke add-essed 
first to the mother, and then to all the executors, 
expressing our feelings of appreciation and our 
belief that.this will be a far-reaching memorial to 
her son. Dr. Bowman seconded the motion and it 
was so voted. 

Dr. DeWitt C. Burkes reported to the Council 
on the program of arrangements for the 1948 meet- 
ing and answered questions asked him by members 
of Council. 

Dr. Bowman moved that the American Psychi- 
atric Association send a letter to Dr. Thomas 
Parran, Surgeon General of The United States 
Public Health Service, expressing our appreciation 
of the fact that the Mental Health Act has been 
passed and the first steps have been taken to im- 
plement it. Dr. Waggoner seconded the motion, ` 
which carried. 

Dr. Ruggles presented a resolution which he had 
prepared in behalf of the Veterans Administra- 
tion. He moved the adoption of this resolution and 
its submission by the Secretary to the appropriate 
Committees of the House and Senate. Dr. Strecker 
seconded the motion, which was carried. 

Dr. Tarumianz presented the amended report of 
the Committee on Psychiatric Standards and Poli- 
cies. The report was accepted by common coasent. 
Dr. Overholser moved that the Association appro- 
priate $1,500 for the work of the Committee for 
the coming fiscal year. Dr. Appel seconded the 
motion, which was passed. : 

The meeting was adjourned at 5:15 p.m. 
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MAY 21, 1947 


President Hamilton called a meeting of the 
Council to order at 4.30 p.m. 
Those present: 


« Officers: Dr. Hamilton, President; Dr. Over- 
holser, President-Elect; and Dr. Bartemeier, 
Secretary-Treasurer. 

Councillors: Drs. Appel, Bowman, Cathcart, 
Felix, Gayle, W. C. Menninger, Moersch, 
Malamud, Ratliff, Rennie, Ruggles, Strecker, 
Waggoner, G. A. Young, and former Presi- 
dent, J. K. Hall. 

Auditor: Dr. Hamill. 

Executive Assistant: Mr. Davies. 

Chairmen of committees: Drs. Ackerly, E. D. 
Bond, Braceland, Burlingam2, R. M. Cham- 
bers, R. Chapman, Ebaugh, Farrar, T. M. 
French, Haskell, Heldt, Kenworthy, N. D. C. 
Lewis, Malamud, K. A. Menninger, F. W. 
Parsons, H. W. Potter, P. L. Schroeder, 
G. H. Stevenson, Tarumianz, Thom, Tiebout, 
anc Zilboorg. 

Representatives of affiliate societies: 
ings (Colorado), Colomb, (New Orleans), 
Dexter (New Engiand), Leet (Kentucky), 
Maeder (Pennsylvania), Moloney (Michi- 
gan), Robie (New Jersey). and Suitt and 
Young (North Carolina). 


Dr. Hamilton read a letter from Dr. George S. 
Johnson in which he resigned from the Committee 
on Membership because of his election as Council- 
lor. Dr. Strecker moved the acceptance of Dr. 
Johnson's resignation and Dr. Cathcart seconded 
the motion. It was so voted. Dr. Hamilton nomi- 
nated Dr. John F. Regan of Rhode Island in the 
place of Dr. Clarence A. Bonner, who retires, and 
Dr. John D. Griffin of Ontario in place of Dr. John- 
son, who resigns. Dr. Overholser moved the con- 
firmation of Dr. Regan and Dr. Griffin, and Dr. 
Strecker seconded the motion, which was passed. 

. Dr. Hamilton and Dr. Overhols2r welcomed the 
newly elected Councillors, Dr. William Malamud 
and Dr. Robert H. Felix. 

Dr. Robert H. Haskell presented the report of 
the Special Committee to Consult with Chicago 
Branch, American Civil Liberties Union and the 
American Bar Association. Dr. Strecker moved 
that the report of the Committee 5e approved and 
that the Secretary inform Mr. Despres of the Chi- 
cago Branch of The American Civil Liberties 
Union that the Committee will be at their service 
in case they call a conference in this matter. Dr. 
Cathcart seconded the motion, which was passed. 

Dr. Nolan D. C. Lewis presented the report of 
the Committee on Nomenclature and Statistics. 
Dr. Strecker moved the report 5e accepted and 
approved, and Dr. Menninger seconded the motion, 
which was passed. 

Dr. John C. Whitehorn presented his report as 
representative of The American Psychiatric Asso- 
ciation on the American Board o: Neurology and 
Psychiatry. Dr. W. C. Menninger moved acceptance 
of the report and renominated the present incum- 


REPORTS OF MEETINGS OF THE COUNCIL 


Drs. Bill- 


[Sept. 


bent. Dr. Strecker seconded the motions. The 
Council voted approval of the report and elected 
Dr. Waitehcrn to be our representative for a 
second term. : 

Dr. Paul L. Schroeder presented the report of 
the Committee on the Legal Aspects of Psychiatry. 
Dr, Strecker moved that the report be accepted 
and approved, and Dr. Menninger seconded the 
motion. It was so voted. Dr. Overholser moved 
the appropriation of $300.00 for the expenses of 
the Committee on the Legal Aspects of Psychiatry. 
Dr. Menninger seconded the motion and it was 
passed. 

Dr. Manfred S. Guttmacher presented the report 
of the Committee on Military Psychiatry. Dr. 
Waggoner moved that the report be approved and 
that the Secretary write the Secretary of War 
and the Chief of Staff of the Army that the Asso- 
ciation endorses the pilot test study of Universal 
Military Training as conducted at Fort Knox. 
Dr. Bowman seconded the motion and it was passed. 
Dr. Guttmacher reported that the Committee on 
Military Psychiatry strongly supports Senate Bill 
1143 and the corresponding bill in the House of 
Representatives providing for adequate procure- 
ment of specialists for the Medical Department. 


"The Committee recommended that the Secretary 


notify the Cheirmen of the Armed Forces Com- 
mittees of the Senate and the House that the Asso- 
ciation endorses these bills. Dr. Overholser moved 
the adcption cf this resolution and Dr. Bowman 
seconded the motion, which was carried. 

Following some discussion about the salaries of 
psychiatrists in various public institutions which 
are not in keeping with the salaries of nonprofes- 
sional workers, the Council voted, upon motion by 
Dr. Overholser, seconded by Dr. Bowman, to refer 
the matter of salaries to the Committee on 
Resolutions. 

The meeting was adjourned at 6.00 p.m. 


May 23, 1947 


President Hamilton called ‘a meeting of the 
Council to crder at 12.00 Noon. 
Those present: 


Officers: Dr. Hamilton, President; Dr. Over- 
holser, President-Elect; and Dr. Bartemeier, 
Secretary-Treasurer. l 

Councillors: Drs. Appel, Bowman, Cathcart, 
Felix, Gayle, Malamud, W. C. Menninger, 
Moersch, Ratliff, Rennie, Ruggles, Strecker, 
Waggoner, G. A. Young, and former piesi 
dent, J, K. Hall. 

Auditor: Dr. Hamill. 

Executive Assistant: Mr. Davies. 

Chairmen of committees: Drs. Ackerly, E. D. 
Bond, Braceland, Burlingame, R. M. Cham- 
bers, R. McC. Chapman, Ebaugh, Haskell, 
Heldt, Kenworthy, N. D. C. Lewis, Malamud, 
K. A. Menninger, F. W. Parsons, H. W. 
Potter, P. L. Schroeder, Thom, Tiebout, and 
Zilboorg. 

Representatives of affiliate söe aies: Drs. Bill- 
ings (Colorado), Colomb (New Orleans), 
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Dexter (New England), Leet (Kentucky), 
Maeder (Pennsylvania), Moloney (Michi- 
gan), Robie (New Jersey), and Suitt and 
Young (North Carolina). 


Dr. Hamilton asked Dr. Bartemeier to read the 
report submitted by Dr. Leonard E. Himler, Chair- 
man of the Committee on Industrial Psychiatry. 
Dr. Strecker moved the adoption of the report. 
Dr. Moersch seconded the motion and it was 
carried. 

Dr. Overholser read the report submitted by 
Dr. James S. Plant, Chairman of the Committee 
on Clinical Psychology. Dr. Moersch moved that 
the report be accepted, and Dr. Strecker seconded 
the motion, which was carried. 

By invitation, Dr. G. Brock Chisholm met with 
the Council and discussed various questions re- 
garding the International Mental Health Congress 
which is being brought together in London, Eng- 
land in 1948. At the conclusion of this discussion, 
the Council agreed by common consent to refer 
the matter to the Committee on International 
Relationships or advice as to action. 

Dr. Edward G. Billings read a message from 
the Colorado Neuropsychiatric Society. 

At the request of the Chairman, the Secretary 
read a letter from Dr. Harry A. Schachter. 
Dr. Strecker moved that the Council waive Dr. 


Schachter’s dues for the present year. Dr. Over-- 


holser seconded the motion but, after some discus- 
sion, the motion was defeated. 

Upon motion by Dr. Bowman, seconded by 
Dr. Cathcart, the Council voted to notify Dr. S. 
Bernard Wortis, who is going to Europe on a 
medical mission which will visit Austrian and 
Hungarian universities, to carry the greetings of 
the American Psychiatric Association to our col- 
leagues in psychiatry in those universities. 

Dr. Hamilton read a telegram from Dr. Bruce 
R. Merrill, of San Francisco, requesting an expres- 
sion from the Association in favor of legislation 
similar to that of other states for the admis- 
sion of patients to State Mental Hospitals in Cali- 
fornia. Dr. Appel moved that the Council send 
a message to Senator Bush in California. Dr. Gayle 
seconded the motion, which was carried. The Sec- 
retary and Dr. Bowman were instructed to pre- 
pare a suitable massage and, after further discus- 
sion, the Chairman asked Dr. Bartemeier and 
Dr. Bowman to draft a second telegram to the 
Governor of California expressing our gratification 
that he has favored this legislation and saying that 
we have wired Senator Bush. 

Dr. Malamud moved that Dr. Strecker and 
Dr. Rennie be continued as members of the Execu- 


tive Committee. Dr. Moersch seconded the motion. 


Dr. Gayle moved that the nominations be closed. 
The motion was seconded by Dr. Bowman and 
passed. The Secretary was instructed to cast one 
ballot for Dr. Strecker and’ Dr. Rennie. © 

Dr. Hamilton called upon Dr. Bartemeier to 
inform the Council of the report of the Committee 
of the Whole, i.e., the meeting of Thursday, 
May 22nd. The Committee of the Whole had con- 
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curred in all the resolutions that had been formu- 
lated during the section meetings on Tuesday, 
May 20th. The Committee of the Whole reom- 
mended that a full-time medical advisor be ap- 
pointed by the Council as soon as possible* his 
functions to be those already outlined by the Zom- 
mittee on Reorganization, and his probable salary 
between ten and twenty-thousanc dollars a vear; 
that the present Committee on Psychiatry in 
Medical Education constitute a board or council 
to be given authority to formulate and prozres- 
sively to implement official policies and flexible 
standards for effective teaching of psychiatry at 
its premedical, undergraduate, and postgraduate 
levels; it would be the responsibility of the asso- 
ciation to finance the work of this board or coun- 
cil on psychiatric education. The Committee of 
the Whole concurred in the action already taken 
by the Council in reference to Stendards and Poli- 
cies; namely, that a special board for inspecting 
and rating mental hospitals be established. “With ° 
regard to the program, there were no substential 
or radical changes recommended. The Committee 
of the Whole recommended that the news. bu letin 
be combined with the JOURNAL for a perici of 
one year and the matter be discussed at the end of 
one year; and that the Associate Editors be ro- 
tated. The Committee recommended that the Asso- 
ciation employ a full-time public relations odficer 
to be appointed by the Council, to have high cuali- 
fcations which have been outlined in detail, and 
that the Association provide for an advisory zom- 
mittee of experts; that the Committee on Research 
be continued and that a full-time director o: re- 
search be employed; that the Nominating Com- 
mittee be enlarged, that the whole procedure of 
nominations and elections take place by mail so 
that all is taken care of,prior to the time o: the 
annual meeting. , ; 

The Committee of the Whole discussed ways 
and means of implementing some of these recom- 
mendations and by a majority vote recommended 
increasing the dues of Associate Members to ten 
dollars, of Members to twenty dollars, and of 
Fellows to thirty dollars a year. 

Dr. Hamilton stated that the Editorial Eoard 
also agreed to the combining of the news buletin 
and the JournaAL. Dr. Hamilton also pointec out 
that the Nominating Committee could circularize 
the membership for suggestions for nominations of 
officers, but that other recommended procedures 
would require changes in the constitution. 

Dr. Bowman moved that the Editorial Board of 


.the Journart be graded according to their length 


of service; that the two men who have served 
the longest will have their terms expire this year, 
the next two, a year from now, ard so on, to carry 
out the provisions of the recommendation, and 
that the new men—or such men as are reappointed, 
as may be done—have a term of office of six years. 
Dr. Bowman also moved that the Editor of the 
JounNAL be asked to submit to the Counci his 
recommendations for the appointments to fill -hese 
two vacancies which would now occur. Dr. Mal- 


x 
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amud seconded the motion and, after some discus- 
sion, the motion was carried. 

Dr. Bowman moved- that the Council authorize 
the Nomirating Committee to solicit from the en- 
tire*memtership a preference list of candidates 
whom they would like to see nominated. Dr. W. C. 
Menninger seconded the motion, which was passed. 

Dr. Hamilton appointed Dr. Bowman to formu- 
late amencments to the Constitution providing for 
the other recommendations of the Committee of 
the Whole in reference to the nomination and elec- 
tion of officers. 

Dr. Hamilton read a message to the Council 
from Dr. Charles S. Holbrook, representing the 
New Orleans Society of Neurology and Psychiatry, 
who had to leave to preside over Section III. 

Dr. W. C. Menninger moved that the dues be 
increased to thirty dollars for Fellows, twenty 
dollars for Members and ten dollars for Associate 
Members, the notice to be accompanied by a letter 


' setting forth our financial problems and expecta- 


tions. Dr. Moersch seconded the motion. Follow- 
ing further discussion, the motion was carried, 
with two dissenting votes. 

Dr. W, C. Menninger moved that, of the new 
projects, the order should be: (1) Medical Ad- 
visor, (2) Public Relations Officer. Dr. Strecker 
seconded the motion. The Chairman called for a 
division of the motion and the Council adopted 
both priorities. 

Dr. Rernie moved that the search for, and the 
choice of, a Medical Advisor be the responsibility 
of the Council as a whole, with the proviso that 
they will ask for all the guidance possible from 


REPORTS OF MEETINGS OF THE COUNCIL 


[Sept. 


the Committee on Reorganization and from the 
membership of the Association. Dr. Bartemeier 
seconded the motion and it was carried. 

After a short recess the Council went into execu- 
tive session. Dr. Overholser moved that the Secre- 
tary be authorized to see that proper forms are 
prepared authorizing the incoming Treasurer to 
sign checks and perform other financial business 
of the Association. Dr. Appel seconded the motion 
and it was so voted. 

Dr. Bowman moved that the salary of the Execu- 
tive Assistant be ten thousand dollars a year. Dr. 
Moersch seconded the motion and it was carried. 

Dr. Bowman moved that Miss Jeanne Strenkert’s 
salary be raised $250.00 for the coming year. 
Dr. Appel seconded the motion, which was carried 

Dr. Mencinger moved that the “Chairman, Dr 
Hamilton, continue and complete the arrangements 
with <he Lester N. Hofheimer executors. Dr. Ap- 
pel seconded the motion. Dr. Hamilton announced 
that he had appointed the following members tc 
serve on the committee which is to'select the indi- 
viduals or group that is to receive the award 
(Lester N. Hofheimer Prize): Group One—Dr. 
Franz Alexander. and Dr. Harry C. Solomon; 
Group 'Two—Dr. George E. Daniels and Dr. 
Thomss A. C. Rennie; Group Three—Dr. David 
Levy end Dr. George S. Stevenson; Group Four— 
Dr. John C. Whitehorn and Dr. Nolan D. C. 
Lewis. The first group will serve for three years, 
the second for four years, the third group for five 
years, and the fourth group for six years. 

After a rising vote of thanks to President Hamil- 
ton, the meeting was adjourned at 4.10 p.m. 


: CORRESPONDENCE 


Editor, AMZRICAN JOURNAL OF PSYCHIATRY: 


SIR: We are in need of more reports evi- 
dencing the originality of thought displayed 
by the recent paper, "Rorschach's Test as a 
Diagnostic Aid in Brain Injury”. New ideas 


are at a premium and they are sorely needed . 


in the area of diagnostic testing. There is 
much in this report that deserves the careful 
consideration of all who attempt to use the 
Rorschach method as a part of their evalua- 
tion of mental patients. 

The author was somewhat surprised to 
find that the paper had so little to say about 
the problem of differentiating between the 
schizophrenic patient and those who have 
suffered from.brain damage. Were it not 
for a rather frequent reference to this prob- 
lem in the literature, he might believe that 
the difficulty he occasionally encounters in 
attempting such à differential diagnosis was 
the result of his personal interpretative in- 
effectuality. That the authors of the article 
have sometimes encountered this problem 
might be inferred from the statement 
that "Occasional schizophrenic-like records 
occurred in each of the brain-injured sub- 
groups." It is particularly in such cases 
that the need for differentiating signs are 
needed. 

It is therefore with regret that one notices 
that there were no schizophrenic patients in- 


cluded in the control group in .the study 


under consideration. As a result of this 
oversight it is entirely possible that, while 
these "signs" do seem to distinguish between 
the control group chosen and the patients 
with organic brain damage, they might also 
be found in a group of schizophrenic. pa- 
tients. The writer has observed several of 
them occasionally, although he has no figures 
available as to the frequency of their oc- 
currence in schizophrenia. 

"Consideration of the blots as actual ob- 
jects" is quite characteristic of certain hal- 
lucinating schizophrenics. "Inflexibility" (as 
defined in the article by Aita, Reitan, and 


1J. A. Aita, R. M. Reitan, and J. M. Ruth, Am. 
J. Psychiat., 104:6, May, 1947. 


Ruth) is also occasionally encountered, and 
“unclear definition of responses” is quite 
common among the schizophrenic population. 
The author has also observed "irrelevant 
comments" and "edging" quite often in such 
patients. Of course, it is entirely possible 
that these are more characteristic of the 
records of patients with organic brain dam- 
age. However, we have no basis for this 
assumption in the data that have been pre- 
sented. All that can be said with assurance 
on, the basis of the information at hand is 
that these characteristics seemed to differ- 
entiate between the brain-injured patient and 
those included in the control grcup, which 
did not contain any schizophrenic patients. 
The writer of this note sincerely hopes 
that at least some of these “signs” will prove 
to be helpful in discriminating between pa- 
tients who have suffered from intracranial 
insult and those commonly diagnosed as 
schizophrenics. He has initiated a study to 
throw light on this question, the results of 

which will be reported at a later date. 

Very truly yours, 
James C. StaurracHer, Pu. D., 
Psychological Section, 
Veterans Administration Hospital, 

American Lake, Wash. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Str: Practical aspects of the wartime 
situation in which our investigation was car- 
ried out made it impossible to select specific 
clinical groups large enough to permit a sta- 
tistical comparison with brain-injured per- 
sons. We agree that it has been recognized 
that brain-injured patients sometimes re- 
semble schizophrenics in certain respects. 
Beck has gone so far as to say: “Edging is 
exclusively schizophrenic behavior. The ex- 
ceptions have in my experience been too 
rare to be meaningful.’ (Rorschech’s Test: 
Volume II-A Variety of Personality Pic- 
tures, p. 60). The writers were obliged, 
however, to report edging as an observed 
behavioral tendency in brain-injured patients. 

Our investigation only scratched the 
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surface. We see great need for further in- 
vestigation, which may render Rorschach’s 
test a more effectual instrument in differ- 
ential diagnosis. Armitage recently stated: 
“We must emphasize that the Rorschach 
signs shown by the (brain-injured) post- 


traumatics are not necessarily restricted to 


this group. A previous study has shown that 
they occur much more frequently among 
the brain-injured than in a control group of 
hospitalized patients, including many neu- 
rotics but no one with central nervous sys- 
tem disorder. However, it is quite possible 
that psychic dynamisms in many persons 
could cause the manifestations of at least 
some of these signs. The actual value of 
these signs in differential diagnosis can be 
determined only when controlled studies 
have been made comparing post-traumatic 
brain-injured cases with selected groups of 
persons with various psychotic and neurotic 
disorders." (Armitage, S. G. Psychological 
Monographs, No. 277, 1947.) 

It shouid be realized that schizophrenics 
may not 5e the only clinical group which 
have recognizable characteristics in common 
with brain-injured persons. In a case of se- 
vere depression one of the writers recently 
found several of the proposed signs. Con- 
sideration of these similarities might lead 
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Dr. Stauffacher as well as ourselves to query, 
"Why are persons with supposedly psycho- 
genic disorders often remarkably like per- 
sons with demonstrable brain injury?" 

Since our wartime study we have asked 
ourselves whether some of the Rorschach 
behavior found among patients with severe 


. brain injury might not be found also in other 


seriously wounded groups (e. g. pará- 
plegics), arising from trying adjustments 
with long-standing, major disability and the 
restricted life of a chronic invalid. 

In the light of our experience, then, we 
would suggest that Dr. Stauffacher not limit 
his investigations to comparisons with one 
clinical group. His proposed study will have 
to consider also (1) that some of his schizo- 
phrenic grcup may have had prior brain 
injury, (2) that schizoid personalities incur 
brain injury, and (3) that a small number of 
patients with brain injury react with a full- 
blown ‘schizophrenic psychosis (Aita, J. A., 
and Reitan, R. M., Psychotic Reactions in 
the Late Recovery Period Following Brain 
Injury. To be published). 

Respectfully yours, 
Joun,. A. Arra, M.D., Pu. D., 
RatpH M. RzrrAN, B.A., 
JANE M. Ruta, B.A. 


COMMENT 


THE GOLDEN AGE OF PSEUDOPSYCHOLOGY 


It has been suggested that styles in quack- 
ery reflect, in an oblique sort of way, trends 
or fads widespread in our society. If such be 
the case, the vaunted tempo and tension of 
our day, together with the current popularity 
of the psychiatric theme in our cultural pat- 
tern, are promoting a fabulous opportunity 
for charlatans old and new. For those of 
us who have read Mrs. Steiner's book on 
pseudopsychology in the United States,? 
it is difficult to imagine a worse situation 
than she reports. Yet the advancing front 
of psychiatric interest suggests a further 
luxuriant harvest for that devious company 
ever skulking at the fringes of the medical 
profession. l 

It is unfortunate that the field of psy- 
chology, which is closely allied with our own, 
lends itself so readily to the exploitation 
of distressed people. There: exists no li- 
cense requirement for the practice of that 
discipline.' Self-bestowed degrees, a shingle 
adroitly displayed, the classifed telephone 
directory, lend the necessary air of authority. 
As Mrs. Steiner has pointed out in her ex- 
cellent exposé, anyone may call himself a 
psychologist and charge a fee for giving 
advice to people regarding their personal 
problems. So long as he refrains from the 
formal practice of hypnosis, and from claim- 
ing to treat mental disorders, he may operate 
within the letter of the law. More appalling 
still is tne circumstance that he may set him- 
self up as an expert in psychoanalysis, any 
bungling of which may wreak untold havoc 
in the personality of his victims. Truly the 
tendency of far niente in a situation of this 
sort reflects little credit on psychiatry and 
‘legitimate psychology, or on the national 
and state public health services. There is 
scarcely another field of activity where pre- 
requisites for engaging in it are so shame- 
fully ignored, and certainly none where the 
results can be much more devastating. 

Mrs. Steiner, who has extensive training 


1Where do People take their 'Troubles? By 
Lee R. Steiner. Boston, Houghton Mifflin Co., 1945. 


. tional depression plus 


and experience in medical and psychiatric 
social case work, and spent 12 years on re- 
search in the field of psychological quack- — 
ery, has studied at first hand both the fake 
experts and their gullible clientele. She has 
posed as client and has been a legitimate psy- 
chological counsellor in the favorite stamp- 
ing grounds of the adventurers. She hes 
made contact personally and by correspor- 
dence with hundreds of these entrepreneurs 
and with diploma mills turning out “gradnu-. 
ates” in psychology in many sections of the 
country. She has examined all conceivable 
varieties of pseudopsychologist who find that 
listening to the problems of worried, ccn- 
fused individuals and making their answers 


' glib and plausible pay lush dividends. 


Innumerable instances could be cited from 
the book of Mrs. Steiner, together with ac- 
tual names and addresses. 'The follow ng 
character will be readily found in the early 
pages. Though he calls himself “Doctcr,” 
the source of his Ph. D. is lost in obscunrity. 
He heads an imposingly styled but unreg- 
istered and mysterious “Foundation of Fsy- 
chological and Hypnotic Research," and re- 
ceives clients in a fashionable apartment on 
Park Avenue. He purports to be an ex- 
medical officer and on the medical board of 
the American Flying Service Founda-ion. 
Strangely enough, his magazine has beea is- 
sued only once, and the latter Foundation 
knows him not. Mrs. Steiner looked up this 
well-advertised importer in order to coasult 
him on behalf of a fictitious “George” v hom 
she described as suffering from an emo- 
other psychiatric 
symptoms. He was indeed one cf the most 
impressive of the ebullient personages func- 
tioning in the byways of psychology—dis- 
tinguished in appearance, suave, courteous 
and articulate, well versed in psychiatric 
terminology. Clairvoyance was part 5f his 
stock-in-trade, particularly as regards teach- 
ing others to achieve it in hypnotic trances. 
He was, in effect, a dangerously skilled hyp- 
notist, highly successful in getting “pacients” 
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in his power. The case of “George” he diag- 
nosed fiřst as psychoneurosis, then as de- 
mentia præcox, either of which conditions 
he was prepared to "treat." The illness, 
moreover, would be no deterrent to George’s 
" undertaking research into psychic phe- 
nomena, when it appeared that a generous 
contribution to the “Research Foundation” 
would be forthcoming. 
Charlatanry moves in heterogeneous’ mas- 
querade. in messing up the lives and health, 
not to mention the pocket-books of their 
contempcraries, the self-styled psychologists, 


with their various qualifying adjectives 


and weird array of degrees, run a spirited 
contest with advice-to-the-lovelorn colum- 
nists, radio counsellors, vocational guidance 
quacks, matrimonial and other such dealers 
in lonely hearts, religious adventurers, spiri- 
tualists, handwriting experts, fortune tellers, 
phrenologists, astrologists, and other dis- 
pensers of the occult. There seems to be 
no limit to the avenues of approach. In- 
genuity will always find another when the 
old one peters out. To the amazing resource- 
fulness of the charlatan is joined an ex- 
traordinary degree of mobility. When busi- 
ness gets tough in one place or the atmos- 
phere becomes a bit hot, he is off in a 
twinkling to pastures new, whether these be 
across the street or across the continent. It 
matters little; for people are the same every- 
where and the need for help in personal 
problems is ubiquitous in all strata of society. 
And the paucity of reputable agencies and 
qualified consultants to meet the need is 
acute, ) 

. This serious situation is one which calls 
for more than gestures of repugnance and 
intermittent denunciations on the part of 
the American Psychiatric Association. It 
calls for unceasing vigilance and steps to set 
up legal safeguards against malpractice of 
the above types. The stamping out of quack- 
ery, however, does not rest upon this alone. 
It rests also upon the implementation of a 
sound program of mental -hygiene. It de- 
pends further upon the provision of adequate, 
legitimate consulting services in the fields 
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of psvchology and psychiatry. It depends 
finally, and perhaps most of all, on the dis- 
appearance of ignorance and naiveté in the 
public at large with regard to the matter anc 
goals of psychology and psychiatric medi 
cine. Fór only the poverty of actual under. 
standirg at the present time can explain tht 
burgeoning of spurious psychological servict 
in all our g-eat cities all over the land. 

Public understanding of psychiatric mat 
ters was born out of a distorted idea of men 
tal disorders and their treatment, and enougl 
of the dramatic appanage remains to rende: 
the field readily vulnerable to misinterpreta 
tion. Charlatanry is-facilitated by this. It i: 
facilitated too by the assiduous coloring o 
the psychiatric panorama by the various ve 
hicles of public information and public enter. 
tainment. lr the radio field, for example 
programs featuring accurate psychiatric in 
formations run a poor second to fantastic 
dramas based on the psychopathic theme anc 
to a couple of notorious human-relations cir. 
cuses with which nation-wide audiences art 
regaled. No wonder the puzzled layman i: 
so often inclired to extremes in his attitude 
toward psychiatry—either to fall an easy 
prey to the cherlatan, or to flee anything tha 
smacks of psvchiatry, or to have a gooc 
laugh at its expense. 

It is difficult to arrive at ways and mean: 
of combating influences such as these—par 
and parcel of our cultural pattern—whicl 
undo much of our work in the field of publi 
education and -make smooth the path of th: 
adventurer. It might not be a bad idea, how 
ever, to use this book by Mrs. Steiner as : 
primary text on avenues of approach and t 
assimilate the information she has gathere: 
in projects and programs to be sponsote 
by the Psychiatric Foundation. Our ow! 
efforts in the American Psychiatric, Asso 
ciation can certainly be more pointed an 
constructive as a result of this exposé, whick 
were it not for man's extraordinary resis 
tance to the shattering of his myths, shoul 
alone be sufficient to'close the golden er 
of pseudopsychology. 

C. C. BURLINGAME, M. D. 


NEWS AND NOTES 


PROGRAM FOR THE 1948 MEETING.— 
The program committee is now making pre- 
liminary arrangements for the next annual 
meeting to be held in Portland, Oregon, in 
May, 1948. Members who wish to submit 
papers to be presented at that meeting should 
send a brief abstract to the chairman or to 
one of the committee members on or before 
December 1, 1947. The entire program com- 
mittee meets in New York the latter part 
of December and wishes at that time to pass 
on the merits of all manuscripts submitted. 

FRANK J. Curran, M.D. 

Chairman of the Program Committee, 
1626 Oxford Road, Charlottesville, Va. 


Girt By Dr. ADOLF MEYER TO THE SETON 
InstITuTE.—The Medical Advisory Board 
of the Seton Institute and the Sisters of 
Charity of St. Vincent de Paul are pleased 
to announce the gift from Dr. Adolf Meyer 
of his entire personal collection of neuro- 
anatomical and neuropathological material, 
consisting of some 60 large boxes of serial 
sections from crucial human case material as 
well as material of a comparative nature. In- 
cluded in the gift is an exhaustive card index 
file of neurological subjects. 

The Seton Institute plans to use this ma- 


terial as the nucleus about which to develop. 


a laboratory for the study of neuroanatomy, 
neurophysiology, and neuropathology. The 
material will soon be in available form for 
the instruction of candidates for the Ameri- 
can Board Examinations in neurology. 

We are deeply indebted to Dr. Meyer for 
this magnificent gift, and in recognition of 
his generosity the Neurological Laboratory 
will be named the Adolf Meyer Laboratory 
of Neurology. 

WENDELL Muncie, Chairman, 

Medical Advisory Board, 
Seton Institute, Baltimore, Md. 


SALMON LECTURES FOR 1947.—The Sal- 
mon Committee on Psychiatry and Mental 
Hygiene of the New York Academy of 
Medicine announces that this year's Salmon 
Lectures will take place on November 12, 13, 


and 14 in the New York Academy of Medi- 
cine. Members of the medical profession 
and their friends are invited to attend. Thi: 
year's speaker will be Dr. Harold Dwight 
Lasswell, internationally known political scr 
entist and professor of law at Yale Unt 
versity. His lectures will be titled, “The 
Dynamics of Power and Personality." 


New SouND FILM AÁvArLABLE.—The Na- 
tional Film Board of Canada announces tke 
availability in the United States of the first- 
in a series of films being produced for tr2 
Mental . Health Division of the Dominicn 
Government Department of National Health 
and Welfare. The 20-minute black anc, whizz 
film is entitled “The Feeling of Rejection”; 
I6 mm. prints are available for purchase 
(price $40) or for rental (price $2.50 per 
day) from the United States offices of thee 
National Film Board of Canada at 620 Fif-z 
Avenue, New York City, or 84 East Raz- 
dolph St., Chicago 1, Illinois, or a: the Canz- 
dian Embassy, 1746 Massachusetts Avz, 
N. W., Washington 6, D. C. Canadian in- 
quiries should be addressed to the Distrib.i- 
tion Dept., National Film Board, Ottawa. 


RESIDENCY TRAINING PROGRAMS UNDER 
VAÀ.—T wo new residency training programs 
for physicians desiring to train in neurolozy 
under the Veterans Administration have 
been organized. They are designed to pr2- 
pare residents for certification in neurolozy 
by the American Board of Psychiatry aad 
Neurology. 

The first program will be conducted uncer 
the auspices of the New York Univers.ty 
and the Neurological Service of the Psyca-- 
atric Division of the Bellevue Hospital, Naw 
York City. Training is provided at Bellevie 
Hospital and the VA New York Fegiozal 
Office. The staff includes Drs. S. B. Worzis, 
E. D. Friedman, L. Stevenson, S. Bro:k, 
M. B. Bender, and M. Kennard. Appliza- 
tions should be sent to Dr. S. B. Woris, - 
Chairman, Deans Subcommittee for Neu- 
tology, New York University, 400 East 
3oth St., New York, N. Y. 
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The second program has been organized 
by the George Washington School of Medi- 
cine and the Georgetown University Medical 
School. Training facilities are offered at 
the VA Hospital (Mt. Alto}, Washington, 
D. C., Gellinger Municipal Hospital, the VA 
Regional Office, Children's Hospital, and the 
Army Institute of Pathology. The staff in- 
cludes Drs. W. Freeman, N. Q. Brill, 
J. Watts, W. Haymaker, P. Chodoff, H. 
Stevens, and O. Solnitzky. Applications 
should be sent to Dr. Walter Freeman, 
Chairman, Deans Subcommittee for Neu- 
rology, 2014 R St, N. W., Washington, 
DG. 


Loc ISLAND COLLEGE or MEDICINE, 
DEPARTMENT OF Psycuratry.—The Long 
Island College of Medicine, Brooklyn, an- 
nounces the establishment of an independent 
department of psychiatry. The teaching of 
psychiatry was heretofore conducted in co- 
operation with neurology. Executive officer 
of the new department is Dr. Howard W. 
Potter, who now becomes professor of 


psychiatry. 


ANNUAL MEETING, AMERICAN COLLEGE 
or PuvsrictANs.— The American College of 
Physicians will conduct its 29th annual ses- 
sion at San Francisco, April 19-23, 1948. 
General headquarters will be at the Civic 
Auditorium. Dr. William J. Kerr and Dr. 
Ernest H. Falconer, both of San Frarcisco, 
are the Co-Chairmen for local arrangements 
and the program of Clinics and Panel Dis- 
cussions. The President of the College, 
Dr. Hugh J. Morgan, Professor of Medi- 
cine at Vanderbilt University School of 
Medicine, Nashville, Tenn., is in charge of 
the progran of Morning Lectures and after- 
noon General Sessions. 

Secretaries of medical societies are espe- 
cially asked to note these dates and, in ar- 
ranging meeting dates of their societies, to 
avoid conflicts with the College Meeting, for 
obvious mutual benefits. : 


THE PSYCHIATRIC AFFILIATION IN Nurs- 
ING Epucation.—“No nurse is completely 


educated until she has had some actual psy- ` 


chiatric nursing experience. At the present 
time, only 4 states require an examination in 


NEWS AND NOTES 


[Sep 


psychiatry for qualification as a registere 
nurse. There has been, however, such 
demand within the past two years fror 
schools of nursing for affiliations at psy 
chiatric hospitals that the existing psychiatri 
nursing schools have been unable to accet 
them all. 

“A psychiatric affiliation teaches a studer 
nurse that all illness has its psychologic 
aspects. It makes clear to the student nurs 
that patients today demand consideration o 
themselves as personalities; she learns thc 
patients need nursing care for their anxietie 
and fears as well as for their headaches an 
backaches. In fact, she learns that th 
headache and backache may be due to th 
anxieties and fears.’—Marion E. KALK 
MAN, R. N., in The American Journal c 
Nursing, June, 1947. l 


. VETERANS ADMINISTRATION ANNOUNCE 
INCREASED Pay TO VETERANS.—Automat! 
increases have been authorized, effectiv 
Sept. I, 1947, in the minimum allowances t 
more seriously disabled veterans enrolled i 


. educational and training courses under U. $ 


Government sponsorship. 

The new law provides that a veteran er 
rolled in a course under the Vocational R« 
habilitation Act, whose disability is rate 
at 3096 or higher, will receive $115 a mont 
if he has no dependents, and $135 if he he 
one dependent. The old rates of $105 an 
$115 for the same two categories will cor 
tinue to apply to veterans with disabiliti« 
rated at less than 30%. The amounts autho: 
ized for additional dependents of veterar 
with disabilities of 3096 or more are al: 
increased: for one child from $10 to $2 
and for each additional child from $7 
month to $15. No. change is made in tł 
$14 monthly allowance for a depende: 
parent. | 

The veteran in job training may retai 
whatever wages are paid him, but if h 
salary plus his subsistence allowance excee 
the wage of a beginning trained journeymai 
VA will reduce his subsistence allowanc 
proportionately. 

If the veteran-trainee is enrolled in schoc 
his tuition and fees are paid and his bool 
and supplies are provided by VA. If he 


. enrolled in on-the-job training, VA provide 


the necessary tools. 
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New CLINIC IN SEATTLE.—Announce- ~ 


ment has been received of the establishment 
of the Northwest Clinic of Psychiatry and 
Neurology, at 1116 Spring St. Seattle 4. 
The services of the clinic include complete 
diagnostic and out-patient treatment facili- 
ties, with psychiatric hospital beds available 
at an affiliated sanitarium. In addition to 
therapy, the staff anticipates for the clinic an 
expanding program of teaching and research. 
Associated with the clinic are Drs. J. L. 
Henderson, E. D. Hoedemaker, D. W. Orr, 
and F. L. Swanson. 


ASSOCIATION FOR MENTAL AND PHYSICAL 
REHABILITATION.— he first annual con- 
vention of the Association for Mental and 
Physical Rehabilitation was held in Chicago, 
Illinois, June 5 to 7, 1947. Representatives 
from 41 states attended the scientific and 
clinical session. The meeting included many 
of the nation's outstanding physicians and 
educators in the field of physical medicine 
and rehabilitation. Corrective physical re- 
habilitation personnel, under the leadership 
of Dr. Edward Greenwood, from Southwood 
Clinic and Winter General Hospital, Topeka, 
Kansas, discussed the clinical phases of the 
prescription for physical rehabilitation. The 
importance of observational reports to ac- 
quaint the physician with the patient's reac- 
tion to activity was stressed. The following 
members were elected officers of the asso- 
ciation: President, Jack E. Jones, Atlanta, 
Georgia; Vice President, Leo Berner, New 
York City; Secretary, Carl Purcell, Chi- 
cago; Treasurer, Eli Ellis, Canandaigua, 
N. Y.; Director of Publications and Re- 
search, Paul Roland, Danville, Illinois ; and 
President Elect for 1948, Sam Boruchov, 
Northport, Long Island, N. Y. The organ- 
ization has approximately 500 members. 


Positions AVAILABLE IN WISCONSIN.— 
For psychiatrists: Positions are available 
in three penal institutions, with the fol- 
lowing requirements: graduations from a 
Class A medical school, general internship 
in recognized hospital, knowledge of clinical 
medicine, and specialized background in psy- 
chiatry. The position offers a salary range of 
$475-575, plus $30 cost-of-living bonus. 

For psychologists: Positions 
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penal institutions with the following require- 
ments: four years of undergraduate study 
with major in psychology, plus one or two 
years of graduate work, or ore to two years 
actual experience as a clinical psycholo- 
gist, personnel placement advisor, vocational 
counselor, or instructor of college or uri- 
versity courses dealing with psychometric 
measurement and analysis. Salary range: 
$250-$300, plus a $30 cost-of-living bonus. 

Inquiries may be addressed to the State 
Bureau of Personnel or the State Depart- 
ment of Public Welfare, Madison, Wis- 
consin. 


NATIONAL COMMITTEE FOR MENTAL Hy-: 
GIENE, 38TH ANNUAL MEETING.—The 38th 
annual meeting of the National Committee 
for Mental Hygiene will be held on Wednes- 
day and Thursday, November 12 and 13, 
1947, at the Hotel Pennsylvania, New York 
City. The two-day program will be devoted 
to mental hygiene issues in “Preparing for 
World Citizenship.” Problems of construct- 
ing the forces that mold minds in home, 
school, church, and job will be discussed. 
The International Bill of Rights in relation 
to mental hygiene will be examined, followed 
by a discussion of the mental health poten- 
tialities of the World Federation for Men- 
tal Health, a voluntary agency, and the 
World Health Organization, a public agency 
(of the United Nations) for international 
cooperation. Itis planned to present an anal- 
ysis of 2,000 letters written to the Commit- 
tee by people in desperate need of psychiatric 


services. The Lasker Award for this year's 


most significant contribution tc popular 
adult education, especially in parent-child 
relationships, -will be presented at the annual 
luncheon meeting on November 13. 


PSYCHIATRIC SOCIAL WORKERS APPOINT 
EDUCATIONAL SECRETARY.—The Americar. 
Association of Psychiatric Social Workers 
has announced the appointment of Miss 
Madeline Lay as educational secretary. Miss 
Lay, who has had broad experience in psy- 
chiatric social work, will act as an advisor 
to schools of social work and to social work 
departments of universities in setting up 
standard curricula for the training of psy- 
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chiatric social workers. This work has been 
made possible by a grant from the Common- 
wealth Fund for two or more years. Under 
this supervision there will be assurance that 
schools undertaking training in psychiatric 
social work will include in their classroom 
instruction all courses that have proved ne- 
cessary, and that adequate provision is made 
for practical field work training which com- 
prises half the courses. This must include 
work in osychiatric or child guidance clinics, 
as well as casework dealing with problems 
of families or children. 


RESEARCH FELLOWSHIPS, THE AMERICAN 


CoLLEGE oF Puysicians.—The American 
' College of Physicians announces that a lim- 
ited number of Fellowships in Medicine will 
be available from July 1, 1948 to June 30, 
1949. These Fellowships are designed to 
provide an opportunity for research either 
in the basic medical sciences or in the. ap- 
plication of these sciences to clinical investi- 
gation. They are for the benefit of physi- 
cians who are in the early stages of their 
preparation for a teaching and investigative 
career in internal medicine. Assurance must 
be provided that the applicant will be ac- 
ceptable in the laboratory or clinic of his 
choice and that he will be provided with the 
facilities necessary for the proper pursuit 
of his work. The stipend will be from $2,200 


RESOLUTION ADOPTED WITHOUT 


NEWS AND NOTES 


' [Sept 


o $3,000. Application forms will be sup 
plied on request to the American Colleg 
of Physicians, 3400 Pine St., Philadelphia 4 
Pa., and must be submitted in duplicate no 
later than Nov. 1, 1947. Announcement o 
awards will be made as prompuy as i 
possible. 


Music RESEARCH FOUNDATION, INc.— 
Dr. R. C. Williams, Assistant. Surgeon Gen 
eral, has accepted appointmpnt as a membe 

| of the board of directors o ‘the Music Re 
search Foundation, Inc., a »onprofit organ 
ization which is now formülating plans fo 
the continuation and expansion of its re 
search activities. It is proposed that a ‘pro 
gram of scientific inquiry into the therapeuti 
use of music be initiated. Selected psychi 
atrists will conduct investigations into th 
kind of music which has most. therapeuti 
value and the types of mental Satient mos 
responsive to its use. Methods for the in 
tegration and utilization of present knowl 
edge by leading mental institutions will b 
explored, and every effort made to encourag 
the use of music in the treatment of disease 
The executive secretary of the organizatio: 
is located at 2909 Stanton Ave, Silve 
Spring, Md. Reprints of scientific ‘and gen 
eral articles on this subject dre now availabl 
without cost. " 


DISSENTING VOTE BY THE GROUI 


FOR THE ADVANCEMENT OF PSYCHIATRY, AT ITS MINNEAPOLIS, 
MINNESOTA, MEETING, JULY 2, 1947 


Because of recent newspaper and maga- 
zine articles which claim that a conflict exists 
between psychiatry and religion, and because 


of the resulting confusion of and the harm | 


done to patients and their families, the mem- 
bership of the Group for the Advancement 
of Psychiatry, meeting in Minneapolis, be- 
lieve it is highly desirable to make the fol- 
lowing statement: 


For centuries, religion and medicine have been 
closely related. Psychiatry as a branch of medi- 
cine has been so closely related to religion that 
at times. the two were almost inseparable. As 
science developed, however, medicine and religion 
assumed distinctive róles in society, but they con- 
tinue to share the common aim of human better- 


ment. This also holds true for that method c 
psychiatry known as psychoanalysis. 

We, as members of the Group for the Advance 
ment of Psychiatry believe in the dignity and tt 
integrity of the individual. We believe that 
major goal of treatment is the progressive attair 
ment of social responsibility. We recognize, as c 
crucial significance, the influence of the home upo 
the individual and the importance of ethical trair 
ing in the home. We also recognize the importat 
rôle religion can play in bringing about an in 
proved emotional and moral state. 

The methcds of psychiatry aim to help patient 
achievé health in their emotional lives so that the 
may live in harmony with society and with 1 
standards. We believe that there is no conflict be 
tween psychiatry and religion. In the practice « 
his profession the competent psychiatrist wi 
therefore always be guided by this belief. 
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AGING SUCCESSFULLY. By George Lawton. (New 
York: Columbia University Press, 1946.) 


'This' book is written for the average reader and 
is desigred to help him understand and deal with 
some of the problems of aging. As.such it can 
be recommended. It is a book which any doctor 
. can feel safe in putting in the hands of a patient. 

The book is simply and clearly written. Techni- 
cal language is avoided throughout. In general the 
reviewer finds himself in accord. with what is writ- 
ten. No criticisms of a serious sort seem indi- 
cated. At times the author makes statements con- 
cerning controversial subjects as if they were 
completely settled. Such a defect is probably nec- 


essary in any book written as this is and is a very . 


minor criticism. 

The author's philosophy may be summed up as 
follows. He wishes to see that older persons de- 
velop further interests and do not gradually become 
narrowed and withdrawn. He points out that the 
way to prepare for old age is to develop the right 
sort of personality from the,start; therefore, such 
preparation actually starts in childhood. He dis- 
cusses the defects and advantages of aging; of the 
necessity of developing an attitude toward life 


which allows one to grow old without too much ~ 


conflict and d:füculty. He criticizes the American 
cultural attitude that “makes growing old almost 
a minor crime.” He gives specific advice on how 
to develop a healthy attitude toward aging. Of per- 
haps special interest is the chapter on “Love and 
Maturity,” which advocates more marriages among 
older persons. Various case histories are given 
to illugtrate the author’s thesis. 
Kart M. Bowman, M. D. 
Langley Porter Clinic, San Francisco. 


~ 


XS l 
DARK oF THE Moon, Poems of Fantasy and the 


Macabre. By August Derleth. (Sauk City, 
Wis.: Arxham House, 1947.) 


Psychiatrists who are interested in strangeness 
so often encountered in the personality of schizoid 
individuals will find this book a treasure trove of 
peculiar imagery and weird reactions. The editor 
has combed English literature for poems written in 
a certain style and has here gathered an interesting 
and unusual collection of lyrics verging on lunacy. 
Old favorites from William Blake to Poe are rep- 
resented with poems that are not representative of 
their usual style, and many modern poets will be 
found here w-iting in veins and modes that bring 
the book up to the Atomic Age as indicated by 
the bizarre rhymes and associations of the authors. 

Unintentionally, or perhaps unwittingly, the edi- 
tor has performed a service to psychiatrists in- 
terested in the relaticuships between psychiatry and 
literature. An interesting feature of this book is 
the way symtols and patterns recur over and over 


again in poets of different countries and different 
periods. 
Merritt Moore, M. D, 
Boston, Mass. 


Joss AND. THE MAN; A GUIDE ron EMPLOYERS, SU- 
PERVISORS, INTERVIEWERS, COUNSELORS, FORE- 
MEN, AND SHOP STEWARDS IN UNDERSTANDING 

. AND DEALING WITH WoRKERS—VETERANS OR 
Crvirans By Luther E. Woodward, Ph.D. 
and Thomas A. C. Rennie, M.D. (Springfield, 
Ill: Charles C. Thomas, 10945.) 


This is a very handy little.bock in the field of 
industrial psychology. It contains not only a wealth - 
of material useful to employers, etc, as indicated 
in the subtitle, but many points of interest and 
utility for industrial physicians. Not least of these 
is the classified bibliography on mental hygiene in 
industry which appears at the end of the book, 
listing the most significant titles—books and ar- 
ticles—which have come off the press in this field 
in recent years. 

In preparing this work, special consideration was 
given the problems of the veteran and the fac- 
tors involved in his reassimilation into industry. 
There are a number of chapters dealing with the - 
change from military to civilian living, ard also with ' 
some of the special problems presented by veterans 
with a physical handicap or a nervous condition. 
Though the war and its urgencies have receded in 
point of time, these special problems remain cur- 
rent, as they will for many years to come. Proper 
placement based on individual needs of the veteran, 
together with requirements of the job itself, is 
advocated in this book, and suggestions are given 
for helping the returned veteran after he 1s on the 
job. The techniques recommended should be ap- 
plicable to the whole field of employee-employer 
relationships. 

A feature of the presentation is the chapter on 
techniques in industrial interviewing and counsel- 
ing, prepared with the assistance of Dr. L. E. 
Himler of General Motors Corporation. It includes 
detailed suggestions for developing the'art.of in- 
terviewing and counseling, so important in the 


‘modern approach to personnel relations, the íos- 


tering of morale, and the furtherance of mental 


hygiene in industry. 


C. C. BURLINGAME, M.D., 
The Institute cf Living, 
Hartford, Conn. 


ESSENTIALS OF ALLERGY. By Leo H. Criep, M.D. 
(Philadelphia: J. B. Lippincott Co., 1945.) 


One of the better books on allergy, the title 
describes the contents accurately, namely, that it 
gives all the essentials of the subject without being 
confusing or incomplete. 
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The allergic reaction; as one of the defense me- 
chanisms in coping with harmful agents, differs from 
the inflammatory reaction in one particular of prac- 
tical and scientific importance. This is the fact that 
it is much more intimately dependent upon, and 
influenced by, the deep, instinctual urges and the 
more commonly recognizable anxiety states. In- 
deed, one suspects that much of the success of 
therapy used by allergists may be due to indirect 
psychotherapy (perhaps not so indirect after all) 
rather than to the ingenuity and time-consuming 
complexity of the régime involved. Let no one 
imagine that it is the author who suggests such 
a thing, but the reviewer believes that seasoning 
with a little heresy is a good thing at times on some 
subjects. i 

This book can be highly recommended; while 
Dr. Criep has written a treatise that is short, yet 
this is a virtue. He does not omit, as larger works 
invariably do, that most essential feature of the 


study ard treatment of allergy: the life of the 


person who is the patient. 
Trevor Owen, M.D., 
University of Toronto. 


Tus YEARBOOK OF PSYCHOANALYSIS, Vol. 2. (New 
York: International Universities Press, 1946.) 


The managing editor, Dr. Sandor Lorand, and 
his editorial board, Drs. Henry Alden Bunker, 
Ernest Jores, Bertram D. Lewin, and C. P. Obern- 
dorf, have selected the following 14 papers for the 
1946 edition of the Yearbook of Psychoanalysis: 


The Genetic Approach in Psychoanalysis, 
Heinz Hartmann and Ernst Kris. 

Nature and Classification of the So-Called 
Psychosomatic Phenomena, Otto Fenichel. 

Ego Analysis as a' Guide to Therapy, Thomas 
M. French. 

The Psychology of Punishment, Charles Berg. 

Problems of Conception. Psychologic Pre- 
requisites of Pregnancy, Helene Deutsch. 

Pathological Weeping, Phyllis Greenacre. 

Neurotic Acting Out, Otto Fenichel. 

A Special Form of Self-Punishment, Rudolph 
M. Loewenstein. 

The Therapeutic Róle of Drugs in the Process 
of Repression, Dissociation and Synthesis, Law- 
rence S. Kubie and Sydney Margolin 

Psychology and War Conditions, 
Jones. ; 

Psychoanalysis and Morals, J. C. Flugel. 

The Problem of War and Peace, J. C. Flugel. 

Dostoevsky and Parricide, Sigmund Freud. 

Eder as Psychoanalyst, Edward Glover. 


Ernest 


Five of these papers appeared in The Psycho- 
analytic Quarterly, one in The Psychoanalytic Re- 
view, one in Vol. I of “The Psychoanalytic Study of 
the Child,” one in The British Journal of Medical 
Psychology, one in Psychosomatic Medicine, one in 
The Interrational Journal of Psychoanalysis; and 
the rest are extracts from 3 recently published 
books. One is from Helene Deutsch’s “Psychology 


of Women,” two from Dr. Flugel’s book, “Man, 
Morals and Society,” and one on Dr. Eder from 
the “Memoirs of a Modern Pioneer,” 

It would be impossible to give here a detailed 
review of these works. Most of them contair 
stimulating and some fascinating and original ma- 
terial. With the exception of Professor Freud’s 
paper on Dostoevsky which was first published ir 
1928 and ncw appears in a revised translation, all 
the other papers appeared in 1945. Judging by the 
works contained in this volume it is quite obvious 
that the editors selected them for their new anc 
original contributions to psychoanalytic thought 
This reviewer feels that this task has been efficiently 
accomplished. 

A. A. Britt, M.D, 
New York 
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THe MENTALLY ILL IN America: A HISTORY oi 
TEEIR (CARE AND TREATMENT FROM COLONIAI 
Times. By Albert Deutsch. (New York: Co 
lumbia Jniversity Press, 1946.) | 


This is tke third printing, of “The Mentally II 
in Ámerica, which had its first two printings ir 
1937 and i638 by Doubleday Doran & Company 
Inc. A very extensive review was originally mad: 
by Dr. C. B. Farrar and published in the Americat 
Journal of Psychiatry, Volume 94, page 230. 

The author of this book has traced the root: 
of psychiatry back to the earliest Egyptian rec 
ords. He wnfolds this fascinating story step by 
step, giving the social background of each stage sc 
that the attitudes of each generation are presentec 
in the light of the cultural backgrounds. It is more 
than a history of the mentally ill in America since 
the author outlines our “old world heritage,’ 
pointing out the carry-over to this continent of th« 
worst in medieval thought regarding mental ill. 
ness. The social, legal, administrative, and medica 
aspects of the mentally ill are described, and it 1 
evident that Mr. Deutsch has expended a grea 
amount of research in collecting his data. Th 
struggles, disappointments, and triumphs of th 
leading personalities in this drama stimulate thi 
reader to an appreciation of how far we actualh 
have progressed, often against determined oppo 
sition, ignorance, and reluctance of governments t 
support treatment and research in this importan 
field. 

'The last chapter, "Towards Mental Hygiene," in 
cludes a splendid summary of the psychological anc 
physiological advances of the past 50 years witl 
considerable space devoted to Kraepelin, Freud 
Pavlov, and Meyer. As it is almost IO years sinc 
the book was first published, the opinions regardin; 
the shock therapies have changed considerably, bu 
this detracts little from the main story. Preventio: 
is stressed in this final chapter and rounds out : 
book which gives the student of psychiatry a mos 
fascinating aad comprehensive background. 

The bibliography contains some 380 references. 

J. G Dewan, M. D, 
University of Toronto 
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LESSONS TO LEARN 


PsvcuHiATRY IN Woro War II! 
ALAN GREGG, M. D., New Yors, N. Y. 


Let us consider the lessons that the war ex- 
perience offers to psychiatrists, or—if you 
prefer to make a boldly optimistic sugges- 
tion—the effects of war upon psychiatry. 
For myself I would prefer to say “the les- 
sons the war offers psychiatrists.” This 
caution comes from my respect for the salu- 


tary cynicism of the remark that “the only- 


thing we learn from history is that we 
don’t learn from history," and the cruel 
reality that there is none so blind, as those 
that won't see. And I remember how 
thoroughly Thomas W. Salmon's famous 
Volume Ten was neglected by those for 
whom it was written. The gravest issue is 
not what are the lessons for psychiatrists, 
for the military, and for society at large to be 
learned from the war, but whether in the 
urgent preoccupations of what Elton Mayo 
calls our adaptive society we are going to 
manage to learn or retain much of anything 
from the experience of the war. Make no 
mistake about it, the pressing and immediate 
tends to crowd out the ultimately valuable. 
Learned Hard said of this generation,"In 
its pathetic pursuit of that ever-retreating 
pot of gold, it puts its trust in loyalties, in 
creeds, in causes, in regulation, in institu- 
tions, in courts, in propaganda. The one 
thing to which it will not trust is the 
vagrant mind and the self-directed soul. 
50 be it, by their fruit ye shall know them; 
and do we need to be assured that our fruit 
is bitter?" It will take some heroic effort to 
learn all the lessons the experience of the 
war offers us. It will require vagrant minds 
and self-directed souls. 

Like any experience that is both complex 
and intense, the war discovered truth not 
previously known, corrected some opinions, 
confirmed or proved some views not widely 
held before, and suggested many ideas that 
deserve further attention. But so neat a 
scheme becomes formidably complex if you 


1 Read at the 103d annual meeting of The 
American Psychiatric Association, New York, 
N. Y., May 19-23, 1947. 


realize that at least five main groups of 
persons made these discoveries, corrections, 
confirmations, and suggestions. These 
groups were psychiatrists, physicians who 
are not psychiatrists, the military, the ci- 
vilian population, and the patients. Each 
group made its own discoveries, jubilant or 
poignant, changed its views reluctantly or 
ingenuously, proved its convictions with 
varying degrees of forbearance or vindic- 
tiveness, and exercised its imagination in 
forming questions to be studied later or 
casually abandoned. There is not time to 
make or to defend a table of results that 
would place each of these changes in its 
proper niche. But we may follow the main 
headings. 

Discoveries which were completely new to 
everyone involved were not numerous. The 
delineation of combat fatigue and tne value 


_of promptness in dealing with it probably 


deserve the term “discovery.” “Sixty per- 
cent of combat casualties were salvaged for 
further duty within 15 miles of the front; 
an additional 30 percent were salvaged for 
non-combatant jobs in overseas areas.” ? 
It was hardly news to the military that the 
criterion for the psychiatrist in war centers 
around the objective of maintaining as large 
a number of effective fighting men as pos- 
sible whether by preventative measures or 
therapeutic efficiency. But a good many 
doctors discovered that such a criterion im- 
plied a broader responsibility for human 


. beings than they had ever been caled upon 


to exercise in civilian practice. Several psy- 
chiatrists discovered the fundamental worka- 
day: value of expressing themselves in non- 
technical terms, whether to patients or com- 
manding officers. May their tribe :ncrease! 
They even discovered the present inadequacy 
of their own professional nomenclature and 
its futility unless subject to revision. Psy- 


chological tests, when sufficient time was 


? W. C. Menninger, Bulletin of the U. S. Army 
Medical Department, Vol. VII, No. 4, p. 350. 
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permitted for them to be made thoroughly, 
proved to have predictive value and this was 
at long last revealed to the military mind, 
though no one would infer that the military 
authorities had any large amount of previous 
conviction in the matter from the average 
time of 3 to 5 minutes devoted to that end 
in the induction examination. Perhaps the 
most significant discovery on the part of all 
concerned relates to the realization of how 
tremendous a range of symptoms and mal- 
adaptations lies between the thoroughly ef- 
ficient, ~well-adjusted soldier and the frank 
psychotic, From this realization, which 
amounted to a discovery in its importance 
if not exactly its novelty, came the creation 
- of a Division of Neuropsychiatry in the Sur- 
geon General’s Office comparable to those of 
Medicine and Surgery. Psychiatry changed 
from a specialty to a generality—so to speak 
—and the psychiatric or psychological com- 
ponent of illnesses previously considered as 
exclusively medical or surgical began to be 
recognized as never befcre. Such discoveries 
also brought into sharp focus the inadequa- 
cies of the usual medical history taking and 
the painful incompetence and even the con- 
tempt that a large number of our medical 
officers commonly showed for psychiatry. 
No experience could have revealed more ef- 
fectively than the war the nonsense of isolat- 
ing psychiatry from the rest of medicine. 
Since I doubt whether any of the above- 
mentioned "discoveries" fully deserve that 
designation I can pass with a purist’s relief 
to the ccnsideration of the next category— 
opinions which were corrected. First, a good 
many psychiatrists rightly lost the compla- 
cency they had enjoyed in civilian life. The 
war showed conclusively that no very good 
way to forecast a man's threshold of endur- 
ance or his capacity to profit from help is yet 


known to psychiatrists. They came to see. 


that the maintenance oi morale and disci- 
pline demands that the group be defended 
against the deflection and selfishness of the 
individual. This was an extremely significant 
reversal of the usual solicitudes. They came 
to see, too, that eliminating the most poorly 
endowed 10% of an army is not a process 
that can be repeated until the remainder are 
perfect soldiers. Psychiatrists began to real- 
ize that combat service with troops gave them 
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understanding and status as did nothing else. 


They saw the power of incentive, of moti- 


‘vation, of loyalty, of morale as few civilian 


experiences ever reveal it. And the war ex- 
perience also corrected any assumption that 
medical cfficers were the least likely of all 
army officers to be retired because of psy- 
chiatric difficulties. Indeed the assumption 
that officer selection in any branch of the 
service may best be left entirely to brother 
officers came in for gradual correction, and 
the value of a combined judgment of psy- 
chologist, psychiatrist, and hne officer may 
be said at least to have emerged though per- 
haps not to a degree of wide acceptance. 
Though there were some memorable excep- 
tions, it has been heartening to observe that 
as a general rule the higher the echelon the 
greater likelihood of support for psychiatrists 
of competence and character. And from the 
dearth of psychiatrists I hope we have 
learned the extraordinary value of ancillary 
personnel—psychologists; social workers; 
educationzl, occupational, recreational thera- 
pists; nurses and attendants. 

Views not widely held at the outset of the 
war were gradually confirmed. Group psy- 
chotherapy and psychotherapy under seda- 
tion received skillful refinement and expan- 
sion. The costliness and futility of skimp- 
ing the psychiatric examination of inductees, 
which was long over-ridden under the pres- 
sure of rapid expansion, became eventually 
evident to others than indignant psycholo- 
gists and psychiatrists. The cost of these 
brash blunders, were it ever to be reckoned 
among the Veterans Administration ex- 
penses over the next 50 years, would remind 
me of our first surgical clinic in the medical 
school in 1914 when Harvey Cushing showed 
us an elderly man with a pain in his leg. We 


‘students all had our guesses as to the cause. 


It was due to a piece of lead, imbedded at 
the battle of Antietam. | 

The examination of inductees was con- 
ducted at first without any effective attempt: 
to make use of civilian institutions whose 
records of the social history of a recruit 
would have provided prompt and valuable 
evidence of his adaptability and presumable 
stability. Only gradually was the value of 
such evidence confirmed by experience. The 
value of having a team of psychiatrist, psy- 
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chologist, and social worker was established 
—let us hope once and for all. The impor- 
tance of a thorough knowledge of anxiety 
and the unvarying need of psychiatric train- 
ing of all medical officers were proven as the 
war went on. But perhaps the most des- 
perately and thoroughly proven view of all 
was that our medical schools had been giving 
grossly inadequate training in psychiatry. 
Their graduates as a rule misunderstood, 
ignored, and undervalued psychiatry. The 
number of trained psychiatrists was far be- 
low the need—so far below as to excuse al- 
most any charge that could be leveled at the 
performance of the few that shouldered a 
staggering task. But what excuse can be 
offered if our medical curricula still drive on- 
ward, repeating the same mistake today— 
and tomorrcw ? 

The experience of war suggests a few as- 
sumptions that may deserve reflection, First, 
it is not too early to set a salutary example 
by accepting for our own profession the task 
of searching for significant psychological 
tests or psychiatric evaluation of prospective 
medical students. Must we leave to business, 
or education, or the army to find out how 
to foretell -he threshold of endurance of 
external stress? Secondly, let us not forget 
that unless psychiatrists in civilian life de- 
liberately and persistently try to bring into 
the psychiatric boards and specialist societies 
a considerable number of regular military 
doctors, and unless the Army and Navy con- 
tinue arrangements to encourage specializa- 
tion which will qualify a considerable number 
of their medical officers as specialists, we 
shall perpetuate the same handicaps of mis- 
unders:anding and friction that accompanied 
the efforts of the war years. Third, the 
promptness, the ease, the frequency, and the 
value cf psychiatric consultations on medical 
and surgical wards in military hospitals sug- 
gest that psychiatric consultations in our 
generai hospitals could be of equal advan- 
tage tc patients and to the doctors respon- 
sible for bringing every helpful resource to 
bear upon the patients problem. Fourth, 
there should be a major revision of medical 
education, for only a radical change will pro- 
vide ir. the education of the doctor the op- 
portunity fcr adequate training in the psy- 
chiatric care of human beings for a full and 
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happy life as well as a symptom-free exis- 
tence. Fifth, what are the causes for the 
percentage of men between 18 and 35 being 
disqualified for military service because of 
some kind of disorder of personality—14% 
of all the men examined? Does a social 
structure which, in peacetime, shows one 
in seven so definitely deviant no: deserve 
profound reflection and study? Sixth, from 
the war experience psychiatrists learned 
many of the factors of successful leader- 
ship: the value of the leader's example, 
his awareness of the emotional needs of 
his men, his: constant and manifest solici- 
tude, his knowledge of individual men under 
him and his personal interest in them. Are 
industrial relations and problems of civilian. 
leadership likely to be solved in complete 
disregard of these factors of leadership 
proven in the war? 

Lastly, let me offer a personal opinion not 
only subject to immediate correction’ but 
soliciting correction if I am wrong. I do not 
recall within the last 40 years the names of 
any research men in the natural sciences who 
ever did any notable investigative work 
while on the teaching staff of West Point or 
Annapolis. I submit that the result of an 
education received in institutions where 
students are not directly exposed to the 
atmosphere of research is quite naturally a ' 
mind which divides information or ideas of 
all kinds into only two groups: the first 
group comprises all the ideas which are true, 
sound, and dependable; in the other group 
are the ideas which are false, misleading, un- 
proven, and unreliable. This is a deceptively 
precise but a dangerously inadequate atti- 
tude, for it misses the priceless imprint 
which comes from training in research, 
namely the realization that there is still a 
third category of ideas—hypotheses not yet 
known to be valid that might be -rue if by 
research they could be proven. There is an 
immense gap between minds trained by reci- 
tation, indoctrination, and flawless discipline 
in the traditional military education and 
minds exposed to the task of finding out 
what is not yet known. If cadets at West 
Point and Annapolis were exposed to first- 
rate research work, their approach through- 
out their subsequent careers toward finding 
solutions to new problems and their attitude 
to those who could help them in this task 
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OBSERVATIONS OF PSYCHIATRY IN WORLD WAR II* 
| MAJ. GEN. HOWARD McC. SNYDER, G.C. S, A.U.S. 


I appreciate the opportunity to discuss 
with you my observations of psychiatry in 
World War II. Most of you are so familiar 
with the stbject that, due to the time avail- 
able for presentation of these views, I will 
limit my comments to certain experiences 
culled from my memory which represent to 
me, at least, the major psychiatric problems 
encountered during that critical period. 
These are my personal views and are not an 
official expression of the War Department 
views. 

At the time of mobilization for World War 
II, which took concrete form in September 
1940, there was a lack of unity in the essen- 
tial understanding necessary for coordinated 
planning and resultant actions between the 
offices of the Surgeon General of the Army 
and the Surgeon of the Air Forces. In this 
discussion we can dispose of that problem 


by stating :hat it is a primary responsibility 


of the War Department to correct a lack of 
coordination and unity in administrative of- 
fices of that agency of government. That 
statement does not imply an unfriendly re- 
ception of assistance from members of this 
group who are not at the time serving on a 
War Department consulting group. How- 
ever, with reference to the particular in- 
terests of The American Psychiatric Asso- 
ciation, there is the broader aspect of that 
problem; that of effecting an organization 
which will increase efficiency and promote 
economy in the use of all governmental medi- 
cal personnel and facilities and which will 
maintain a program to make the most ef- 
fective use of the services of the trained 
psychiatrists available at any time. The 
solution of those problems sets up well- 
defined objectives and, in my opinion, im- 
poses upon the responsible governmental 
agencies the necessity of continuing study, 
including calls for your assistance, until the 
best end results have been. accomplished. 
. lt is an important fact to be noted by all 
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that if unification of the armed services is 


accomplished it will make the solution of 
those problems much simpler. That is tke 
first lesson to which I think attention should 
be invited. However, the brevity of these 
comments should not be interpreted as an 
indication that satisfactory results can be 
accomplished without great expenditure of 
effort based upon sound planning. 

Because our country was unprepared for 
war in 1940, months were required to effect 
a confused and hurried beginning in the 
mobilization of the National Guard and the 
induction of civilians under the SelectiveSer- 
vice Áct. Yet, within a period of 6 months 
after troop movements were initiated, sev- 
eral hundred thousand officers and soldiers 
were separated from their homes and with 
little or no psychiatric examination were dis- 
patched to training camps. Upon arrival at 
those camps, a considerable number of those 
prospective soldiers were taken directly from 
the arriving trains to the psychiatric wards 
of camp hospitals in states of mental dis- 
turbance which required restraint, and many 
others, who were potential or confirmed 
psychoneurotics, experienced aggravation of 
those tendencies because of assignment to 
military units under the charge of green 
troop leaders fresh from civilian life. It was 
regretfully recognized at the time that train- 
ing of junior leaders during the last war, of 
necessity, had to be very hurried, and em- 
phasis had to be placed on instruction in 
"how to kill" and "how to keep from being 
uselessly killed." Little time was available 
for educating young troop commanders upon 
sound lines in the psychology of military 
leadership. This lack of adequate education 
in leadership coupled with the emphasis 
placed upon tactical and technical training 
caused those young troop commianders to 
exaggerate the importance of keeping every 
recruit up to a maximum level of efficiency 
in military training; also, the lack of ade- 
quate education in military leadership was 
largely responsible for failure in the utiliza- 
tion of many soldiers who, though ap- 
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parently acceptable, proved inadaptable to 
military service and resulted in transferring 
many laggards in military training, for any 
reason whatsoever, to the care of the medi- 
cal department. In this connection it was 
stated in one of the reports to the War De- 
partment, made by an operational study 
group of eminent consultant psychiatrists 
and armv officers, of which I was a member, 
that “the reason these soldiers were in the 
charge of the medical department was not 
because the medical department wished to 
make patients of them but was because of 
the imabil:ty of line commanders to make 
soldiers of them.” That trite statement rep- 
resents an oversimplification of those major 
problems, yet it points up an important as- 
pect of those problems. Then too, in this 
early period of mobilization, the psvchiatric 
wards of most of the army hospitals were 
controlled by inexperienced psychiatrists and 
no well-organized mental hygiene centers 
were established in the training camps. The 
Army was understaffed with trained psy- 
chiatrists and was tardy in calling upon the 
services of civilian psychiatrists. The psy- 
chiatrists ultimately called into service 
needed time for orientation. The number 
of civiliar psychiatrists, psychologists, and 
trained sccial service workers was insufficient 
to meet the demand; therefore numbers of 
doctors, mostly neophytes in the medical 
protession, were with inadequate preparation 
in psychiatry plowed into that field. Those 
improvised solutions frequently resulted in 
confusing rather than assisting leadership 
in training, leadership in the service eche- 
lons, and leadership in battle. As a conse- 
quence, hospitals were overloaded and the 
valuable services of the medical specialists 
were wasted. The result was a “bull market" 
in casualties calling for the attention of psy- 
chiatrists and an inflation in psychiatric 
problems from which the services did not 
fully recover until well after V-J Day. 
Reasonably satisfactory solutions of the 
problems set forth in the first lesson appear 
simple in comparison with a successful at- 
tainment in meeting the challenge presented 
by some of the problems embodied. in this 
second lesson. Those problems are corre- 
lated and are so fundamental that they reach 
down intc every home in our country and 
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impose upon us the necessity for (1) insti- 
tuting more adequate procedures,. capable 
of speedy adoption, for screening examinees 
for military service and for establishing more 
satisfactory standards of physical and mental 
fitness, to the end that men who can have 
no possible usefulness in the armed service 
will not be inducted or enlisted; (2) insti- 
tuting policies and programs to make avail- 
able early and adequate examinations and 
treatment by specialists to the end that the 
armed services will not be called upon to 
hospitalize and treat for long periods but 
will be able to discharge under a proper di- 
agnosis all psychotics and unusable psycho- 
neurotics whose illnesses become manifest 
at an early date following entry into the 
service; (3) instituting a sound policy for 
eliminating from our social body or for find- 
ing usefulness in the armed services in an 
emergency for the hundreds of thousands 
of men who, though apparently acceptable, 
proved militarily inadaptable in the past 
war because of psychoneurotic complaints . 
or other manifestations of situational re- 


‘actions or personality disorders. 


If plans are formulated and actions taken 
for correction of the conditions mentioned 
above, which plagued us in the past emer- 
gency, I am sure there should be available 
to the services an adequate number of quali- 
fied psychiatrists, psychologists and social 
service worxers to meet the legitimate needs 
for the services of those specialists. 

In formulating plans to be made.and ac- 
tions to be taken for improvement of or cor- 
rection of those three situations, what are 
the essentials ? 

(1) The Armed forces by cooperative 
planning in association with organized 
groups and individual leaders in civilian 
medicine can set up more adequate proce- 
dures for processing selectees in an emer- 
gency, so that the induction or enlistment 
of unusable manpower will be greatly re- 
duced. In like manner satisfactory standards 
for physica. and mental fitness can be de- 
termined. A thorough study of the selective 
service records and the errors revealed in 
the medical history of World War IT should 
furnish the premises for discussion of those 
subjects so that logical conclusions would 
be developed and proper corrective actions 
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recommended. Those are tangible tasks; 
satisfactory standards and procedures can be 
fixed, yet the path of successful implementa- 
tion is stalked by that dreaded imponderable, 
the personal equation. Will local selection 
boards put patriotism above selfishness; 
can those boards be persuaded to resist the 
desire to sweep into the Army from the 
streets of -heir communities the lame, the 
halt, the blind, and the mental misfits—par- 
ticularly the latter; will the emergency per- 
mit time for adequate mental and physical 
examinations; wil medical examiners be 
available in satisfactory quality and quan- 
tity?. Therefore, despite sound plans and 
excellent organization, to effect better and 
more uniform accomplishment of selection 
and induction boards in an emergency will 
always challenge the administrative capacity 
of the several responsible agencies. In prin- 
cipal part, such accomplishment requires 
more effective work in the field of the social 
sciences as applicable to the civilian elements 
involved. Inasmuch as this Association 
should be the leading element in such en- 
" deavors, it is my opinion that the Associa- 
tion should accept the responsibility of re- 
solving those problems and of advising the 
military as to actions considered requisite. 
(2) Sound plans properly implemented 
will prevent abuse of hospitalization and mis- 
use of the valuable time of specialists anc will 
effect early discharge under a proper diag- 
nosis in instances where such procecures 
are applicable. Those plans must provide 
for practical implementation in times of 
peace and rapid expansion in emergencies. 
Those abuses were largely avoided in the 
final stages of the past emergency. Sound 
and aggressive administration by respon- 
sible governmental medical authorities must 
be coatinued in order to avoid relapses. 
Inasmuch as the major part of those prob- 
lems involves psychiatry and inasmuch as 
those errors and abuses were largely avoided 
in the later stages of the past emergency by 
full uilization of all psychiatric talent in 
the Army—-fulminated by the Chief Con- 
sultan- and other consultants in psychiatry 
fortified then by ripe experience—it appears 
axiomatic taat sound aggressive administra- 
tion by responsible medical authorities must 
continue to emphasize sound psychiatric 
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training'in the Army and to utilize to the 
fullest extent the advice and assistance of 
civilian psychiatrists so that we will not 
again be caught unprepared. There are now 
in civilian life an adequate number of mili- 
tarily experienced psychiatrists to meet any 
near term emergency requirement. The ac- 
complishments of the department of medi- 
cine and surgery of the Veterans Adminis- 
tration in those associated fields of require- 
ment since the war have been so superior I ` 
am sure the other governmental medical ser- 
vices will not fail to meet the challenge. 

(3) In attempting to meet the problems 
of converting to adequacy in civiian life or 
to usefulness in the armed services the 
weaker ones in our midst, I feel sure wé 
know where we want to go but do we know 
how to get there? Are we capable of effect- 
ing a coordination of effort and of setting 
up an organization to achieve our purpose? 
However good for the soul criticism of the 
errors embodied in those problems might 
be, I think the greatest good will come from 
using them merely as a starting point in 
discussing the responsibilities of the Army 
and this Association in connection therewith. 
Cooperative study should clarify the proper 
position of psychiatry in the military or- 
ganization of the present and future and 
suggest how the civilian psychiatrist may 
better prepare himself to meet the respon- 
sibilities that are or may be placed upon him. 

In looking to the future we must credit 
the past with its accomplishments. We 
must not fail to express recognition of the 
fact that the War Department has always 
been cognizant of its responsibility to main- 
tain for army officers an adequate educa- 
tional system with emphasis on instruction 
in leadership. Progressive instruction, par- 
ticularly during the period between World 
War I and World War II in the educational 
institutions of the armed services, produced 
in the latter war a group of leaders, who in 
accomplishment, integrity, and selfless de- 
votion to duty are numbered among Amer- 
ica's greatest. It would be an unpardonable 
oversight also if we failed to give recognition 
to the splendid achievements resulting from 
the contributions to the armed services made 
by members of this association, whose faces 
I see before me, and to the contributions of 
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Dr. Howerd Rusk and associated leaders 
in pioneering and expanding the convales- 
cent and rehabilitation programs. Those in- 
. fluences not only had a profound effect in 
assisting with the assimilation into the ser- 
vices of the "inadaptables" and in the treat- 
ment and restoration to health of the psy- 
chiatric casualties of this recent war but also 
acted as a stimulating and motivating force 
in education in the psychology of. military 
leadership. 

That the Regular Army is alert and readily. 
accepts and converts to practical use such 
influences and such contributions is evi- 
denced by the fact that reverberations are 
noticeable even in the cradle of the military 
educational system. The Department of 
Military History, Economics and Govern- 
ment at the United States Military Academy 
has recently been designated as the Depart- 
ment of the Social Sciences and the title of 
the professorship has been changed to the 
Professor of the Social Sciences. All cadets 
now receive training in the psychology 
of military leadership under the direction of 
thoroughly indoctrinated instructors with 
the guidance and assistance of a doctor of 
psychology. This training in the current pro- 
gram is begun in the second year of cadet 
instruction and culminates in the cadets’ 
final year at the Academy in a 40-hour 
course of very practical applied psychology. 
It is planned to increase the number of hours 
to go in next year’s curriculum for the 
graduating class. After receiving their com- 
missions as officers, graduates of the Acad- 
emy progress to a 3-months course in train- 
ing at Fort Riley, where instruction in the 
psychology of military leadership is con- 
tinued. Again in the schools of basic train- 
ing of the arms and services progressive 
courses in this subject are pursued. On and 
on into the schools of higher education in 
the military instructional program this all- 
important subject in an army officer’s career 
projects itself. In the implementation of 
that system it would seem appropriate for 
the Surgecn General to use his trained psy- 
chiatric personne! and the services of emi- 
nent psychiatric consultants in visits to those 
schools for the purpose of advising the re- 
sponsible heads and coordinators thereof as 
to methodology. Continued alertness on the 
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part of all should perpetuate the excellence 
of the current army educational system so 
that, should officers again be found wanting 
in leadership, imperfect conversion from 
civilian status to that of a commissioned or 
noncommissioned officer, the result of lack 
of time in an emergency for adequate train- 
ing, will again be the major cause. 

The facts cited indicate that the Army is 
battling to meet ats responsibilities in the 
part of the task imposed upon it, however 
the task of effecting the necessary changes 
in human urderstanding and behavior in the 
everyday life of our citizens, young and old, 
to make possible the achievement of a more 
complete purpose envisages an educational 
revolution. A revolution of this type would 
be for the good not only of America but the 
good of the whole world. General Eisen- 
hower recently, in this city, stated, "Air 
transport achievements will mean mutual 
destruction in any future war," and asked 
*the entire world to gain effective control 
of the causes that beget war." Until and 
even though an effective control of causes 
of war is ultimately begotten and developed 
we will need for the welfare of America the 
revolution to which I have alluded. All rev- 
olutions have had strong motivating causes 
and if successful have been developed on 


'sound plans of policy and program. The 


blindest cannot fail to appreciate that the 
motivating causes for such a revolution are 
present today. Sound plans have been de- 
veloped and beginnings have been made in 
implementing some of the policies and pro- 
grams envisaged. 

. Beginnings have been made in civilian life 
and very certainly a beginning is proceeding 
most successfully at the Universal Military 
Training Center at Fort Knox. The trial 
unit at that post has demonstrated that mili- 
tary training can be conducted in a manner 
that has silenced practically all criticism and 
has earned enthusiastically expressed com- 
mendation for that training. It is essential 
to note that only 596 of that training is 
purely military, yet it is sufficient for its 
purpose, anc that 95% constitutes splendid 


‘training in civics. The chaplains associated 


with this prcject are so impressed by results 
accomplishec in the spiritual and moral 
spheres of that training that with starry- 
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eyed enthusiasm they discuss these results 
with visitors. They comment upon the facts 
that only one case of venereal disease has 
been contracted among the 640 trainees; 
that there have been large numbers baptized 
in the Catholic and in the many Protestant 
faiths; and that these young men demon- 
strate by their daily conduct that they have 
developed a sound appreciation of their re- 
sponsidilities to their country as well as an 
understanding of what is represented in 
their country's obligation; and. service to 
them. 

In this work there jis been established a 
beginning in the Army of the type of revo- 
lution to which I refèr and this beginning 
will have fer-reaching effects in civilian life. 
The influences of those altered and improved 
attitudes regarding the responsibilities of 
citizenship will be disseminated into the hun- 
dreds of communities to which those young- 
sters return. I realize that to many Ameri- 
cans, universal military training représents 
conscriptior which in times of peace is re- 
pugnant to them. 'To those objectors, uni- 
versal military training represents discipline 
and discipline is pictured as eníorcement 
of obedience by the rule of the rod, the whip, 
and the sergeant's loud and profane com- 
mand. But that is not the way that obedience 
and loyal service 'are engendered in the train- 
ing program at Fort Knox. There obedience 
and service is taught as a two-way street, 
extencing from every good citizen to his 
government and therefore reflected in acts of 
good goverment toward her citizens. I do 
not concur with those who classify those 
trainees as conscripts nor do I believe that 
such classification by detractors can meas- 
urably decrease the benefits to those young 
men cf the training which they receive in 
nonmilitary skills and that constitutes 95% 
of their training. 

I believe it was proven in the last War 
that kundreds of thousands of apparently 
acceptable men were able to avoid serving 
their country even though the national se- 


HOWARD McC. SNYDER 


225 


curity was critically threatened because of 
manifesting symptoms indicative of disabling 
situational reactions or personality dis- 
orders. That fact forces upon one the con- 
clusion that a radical change in education in 
the obligations of citizenship is imperative. 
Public opinion must be educated to appre- 
ciate that such a condition represents a 
cancer in our social body and constitutes the 
necessity for an educational revolution. The 
Atomic Age presents prospects which in- 
crease the pressure of this necessity. We 
may never again need large "standing ar- 
mies" but our country will reap untold re- 
wards in peace and in war from education 
in the obligations of citizenship such as that 
now being taught in the provisional universal 
military training battalion at Fort Knox. 

'The above comments may be waived aside 
as syllogistic reasoning which is not enlight- 
ening but deceiving. However, to me the 
conclusions presented appear to be inevitable 
deductions. Ii we are to build a nation pre- 
pared to meet atomic warfare we must build 
a nation capable of the total useful mobili- 
zation of its citizenry. Therefore, prepara- 
tion, through education, by development of 
the characteristics commented upon is man- 
datory. The movements now begun must, 
I feel, be multiplied and magnified. 

And now, gentlemen, although I stated , 
as a premise that we know where we want to 
go and asked the question do we know how 
to get there, I feel reasonably certain that a 
review of the problems and corrections sug- 
gested points up the requirement. It is a 
necessity that the armed forces maintain 
such close relationship with the militarily 
experienced psychiatrists and with all of 
you in this association that all major prob- 
lems in the sphere of the social sciences 
will continue to be studied in an atmos- 
phere of mutual understanding. The best 
possible accomplishments for the welfare and 
security of our country should thereby be 
consummated. 


PSYCHIATRIC ASPECTS OF WOMEN SERVING IN THE ARMY' 
MARGARET D. CRAIGHILL, M. D., Topeka, Kans. 


In considering the psychiatric aspects of 
women serving in the Army, it must be rec- 
ognized at the outset that there are at least 
two rather different groups which have dis- 
tinctive characteristics, namely, the profes- 
sional women, of whom the nurses are the 
largest component, and the essentially non- 
professional group, the Women's Army 
Corps. Tke professional category, including 
physiotherapists and dieticians, but omitting 
doctors, is a more or less homogeneous 
group. The WACS, however, are composed 
of heterogeneous elements who merge in a 
composite picture because of their commu- 
nity of interest. 

Both of the major divisions have three 
fundamental characteristics in common 
which differentiate their psychiatric prob- 
lems from those oi men. Two of these fac- 
tors were inherent in the army organization, 
namely, that women were volunteers and 
noncombatants. The other is simply that 
they were women. The influence of these 
basic conditions on the two groups and their 
differences and similarities will be discussed 
briefly. 

The proiessional group, as typified by the 
nurses, presented less complex problems in 
many ways. They were motivated largely 
by patriotism to carry on a critically needed 
job for which they alone were specifically 
qualified. They were in work traditional for 
women and so were not in competition with 
men. They were previously selected by their 
hospital training, they had a common educa- 
tional background, and they continued in an 
occupational field to which they were ac- 
customed. Their environment was a rel- 
atively protected one in which there was the 
usual hospital discipline and the maternal 
attitude of their superiors and of the doctors. 
And finally, probably most important of all, 
they were supplying a service which gratified 
the passive needs of men, and which iden- 
tified these women with the mother, the wife, 
or the sweetheart back home. 


ił Read at the ro3d annual meeting of The 
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As a consequence of these conditions, 
nurses were less able to assume the military 
róle of officers when given real rank. They 
were still dependent in many matters affect- 
ing their living conditions. Although some 
of them resented this protective attitude, 
most were incapable of assuming the respon- 
sibility tequired of commissioned officers. 
This was the result of their hospital training, 
and did not in any way detract from their 
professional skill and usefulness, but rather 
adapted them better for coordinated team- 
work. It tended to make them more wel- 
come and less threatening to their male as- 
sociates than were their sisters in the service. 

The WACS, on the other. hand, suffered 
from, and yet also profited by, their greater 
diversity in social and educational endow- 
ment. They were a cross section of Ameri- 
can womanhood coming from the farm and 
from the factory, from the office and from 
the home. 

Their motivations were almost as diver- 
gent as their backgrounds. Some there were 
who volunteered for purely patriotic reasons, 
and at considerable sacrifice of their own 
position and comfort. For many, however, 
this ideal wes mixed in varying proportions 
with other more personal reasons, or was 
completely overshadowed by them. Some 


were influenced by a general masculine iden- 


tification; others were substituting for a 
husband, brother, or father who was dead or 
disabled; and others were competing. with 
those who were living. Individuals so im- 
pelled were usually fairlystable and their mo- 
tivation was sufficiently sincere to carry them 
through their army ,experience. Another 
group enlisted in the hope of meeting more 
men, or for the glamour and excitement. 
Many ot these were immature women whose 
enthusiasm could not stand up to the hard re- 
ality of discipline and the monotony of army 
life. Then there were the escapists who were 


, running away from either external or in- 


ternal conflicts in their environment. These 
included those who wanted relief from too 
rigid, or otkerwise intolerable, home situa- 
tions; those who were seeking substitutes 
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for disappo:ntment in love or marriage, and 
those who had always been maladjusted and 
were looking for that green field which 
never comes nearer. Many of the neurotics 
were in this group, and most were unable 
to make any better adjustment than pre- 
viously. They were responsible for nu- 
merous company problems and disability 
discharges. Some, however, did find in the 
orderly, disciplined routine of army life the 
support and leadership which they had 
needed, and became happy and useful mem- 
bers of the organization. Another motivation 
for a large group was a desire for occupa- 
tional change. This was beneficial to the 
relatively untrained because they were given 
opporiunities to learn new skills or become 
` proficient in unfamiliar techniques. Those 
seeking merely a change of occupation be- 
cause of boredom frequently were dis- 
appointed to find themselves doing the same 
cooking or stenographic work that they were 
trying to avoid. Sometimes this work was 
on a more menial level than their former 
civilian job so that the frustation was in- 
tensified. 

These then are some of the reasons which 
motivated women to volunteer for service. 
By the very fact of their own free choice, 


there was a self-selection of the applicants ;. 


they were therefore less typical of American 
women than were the men drafted by selec- 
tive service. This difference was reflected in 
rejection rates, as shown in a 6-months 
period in 1944. Out of every 5 WAC candi- 
dates disqualified for medical reasons there 
was approximately one rejection for.neuro- 
psychiatric conditions. At the same time the 
ratio for men was 2 out of 5. 

Other elements also entered into this dis- 
crepancy, chief of which was the inadequacy 
of the examination given to women. The 
cause of this was primarily the recruiting 
policy which, based on a volunteer system, 
was directed toward meeting a quota. Quan- 
tity was stressed rather than quality. In 
spite of repeated recommendations by the 
medical department for better psychiatric 
screening, most of the WAC recruiting was 
over before a partially adequate program 
was edopted. This procedure proved effec- 
tive in the short time of its operation. Re- 
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jection rates increased and disability dis- 
charges decreased. 2 

But, even with good psychiatric examina- 
tions, the proper selection of candidates was 
more difficult than with men. Women vol- 
unteers tried to conceal disabilities, whereas : 
the reverse was often true with men selec- 
tees. Also there was less past experience on 
which to base standards for selection of those. 
women who would have tke emotional ca- 
pacity to adapt to regimentation. 

Of the many factors that affected psychi- 
atric suitability for the WACS it soon be- 
came apparent that one of the greatest haz- 
ards was age. WACS were accepted between 
the ages of 20 and 50. NP rejection rates 
were almost twice as high in those over 40 
as in the 20 to 24 age group, and the dis- 
charge rate within the first 6 months of ser- 
vice showed a similar trend. Because of this 
the Surgeon General urged an upper limit 
of 38, but this advice was not followed until 
after VE day. The age factor was especially 
important overseas. The incidence of medi- 
cal evacuations particularly for psychc- 
neuroses, was highest in the older age 
bracket. It was the opinion of many medical 
officers that, with few exceptions, women 
over 35 should not be sent overseas. 

The problem of selection was intimately : 
associated with that of utilization cf tke 
WAC. Here again the situation was com- 
plicated by its volunteer aspect, and by other 
difficulties not present for either nurses or 
men. These conditions led directly to psy- 
chiatric disturbances. 

For the nurses, there was never any ques- 
tion of the importance of the individual's 
job. For the WAC, particularly in the early 
days, there was frequently serious doubt in 
her own mind and in those of her associates. 
She was unhappy because she compared the 
usefulness of her army job with what she 
might otherwise have been contributing to 
the war effort in civilian life. It tock the 
Army a long time to learn how to use the 
WACS effectively, but they finally proved 
their value so well that the demand for their 
services far exceeded the supply, both in 
this country and overseas. 

WACS were more difficult to place than 
men, because all women's assignments were 
to jobs in which training, special aptitudes, 
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or qualifications were required. There were 
no all-drucgery jobs such as continuous KP 
or orderly work, nor could the untrained be 
absorbed in the great groups of undifferen- 
tiated GI combat troops. Women thus came 
in direct competition. with men for skilled 
jobs and actually replaced them. This was 
one of the greatest causes of friction and 
jealousy irom men. Soldiers so replaced 
and sent to combat duty naturally resented 
it, and their hostility was directed toward 
the WAC rather than toward the less tan- 
gible military necessity. 

Mal-assignment was probably the greatest 
cause of psychiatric breakdowns among 
women. They were willing to put up with 
any kind of hardships in the way of housing 
and lack of recreation, if their jobs were 
satisfying. If their work was in accordance 
with their training and if there was enough 
to keep them busy, sick call was at a mini- 
mum. This was clearly demonstrated in an 
extensive study, on fatigue among 5,000 
WACS, from which I quote: “From the 
various factors considered, it was apparent 
that the incidence of fatigue was influenced 
more by psychological than physical factors. 
Interest in the job outweighed all other 
single factors in importance.” 

Now to return to that last differential 
factor: the woman, regardless of her branch 
of service. In general, it may be said that 
army life tended to emphasize femininity 
rather than masculinity in women. So much 
of the latter was forced on them that they 
over-reacted in the opposite direction. 

-~ Two conditions which were serious prob- 
lems with men were negligible for women. 
Fnuresis was almost never found. Why 
there is so much sex difference in this symp- 
tom has not been satisfactorily explained. 
Also homosexuality was much less of a prob- 
lem than was expected. It was anticipated 
that military life might attract overt homo- 
sexuals, but this was true only to a very 
limited extent. When they were found, they 
created a more difficult situation than with 
men, but too frequently a worse problem 
was that of false rumors and witch hunting. 
Any girl with marked masculine tendencies 
or any twc girls with close friendships were 
under suspicion and were practically con- 
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victed by a whispering campaign, with little 
opportunity to defend themselves. 

A condition peculiar, of course, to women, 
was pregnancy. This increased in the mili- 
tary service as it did in civilian life, but 
there were a few additional reasons for its 
occurrence in the Army. Here was the 
greatest number of young women closely as- 
sociated with a group of men in tension- 
The inevitable result 
was frequent marriages. These women were 
willing to forego pregnancy for a short 
period of time, but as the war dragged on 
many became increasingly impatient to start 
a family. Some also used pregnancy as an 
excuse for return from overseas or for dis- 
charge. Others, as in civilian life, were 
swept away by strong emotions, especially 
under the added stress of overseas life. Dis- 
charges for pregnancy were more. frequent 
than for all other medical conditions com- 
bined, but there was no differentiation be- 
tween those within or those without wedlock. 
It is my conviction, however, that the inci- 
dence of illegitimate pregnancies and of abor- 
tions among military women was lower than 
in a comparable civilian group. Those that 
did occur were more conspicuous because 
there was less opportunity for evasion in 
military chaanels, and one pregnant woman 


‘in uniform was more obvious then ro similar 


civilians. 

Most of the other differences peculiar to 
women as contrasted to men in military ser- 
vice are related either to inherent or acquired 
feminine characteristics. 

One of these is a more marked tendency 
towards individuality rather than group ac- 
tivity. Regimentation and discipline were 
difficult for women because of their previous 
experience and mode of life. Women work- 
ing in the home are their own bosses, and 
even those working in offices are inclined to 
give only lip service to "the Boss." Also 
they are much more independent in matters 
of social conformity, particularly in regard 
to clothes. Women conform to fashion 
trends, but each individual has to be different 
and give her own interpretation of the styles 
whereas a man is very unhappy if he varies 
from the uniformity of the group. Feminine 
modifications of the military uniform were 
further influenced by the desire for adorn- 
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ment, as demonstrated by corsages of flowers 
and pigtails tied with ribbons. The latter 
additions were more prevalent overseas 
where a longing for beauty in the midst of 
war was especially acute. l | 

Women placed much greater emphasis on 
keeping up personal appearances. Even 
under very adverse conditions, as in New 
Guinea where slacks were worn constantly, 
the women washed their clothes in cold water 
and ironed them meticulously, while the 
men wore tkeirs rough dried. Hair dressing, 
too, was a not-forgotten ritual. It was a 
great morale factor both for the women 
themselves and for the men who saw them. 
Beauty parlors were arranged with much in- 
genuitv in the most unlikely situations. 
There was one in the middle of Burma, set 
up uncer a teakwood tree with only a bucket 
of cold water for equipment, but with an 
operator from Charles of the Ritz, then 
‘temporarily a private in the engineers. 

Another manifestation of femininity was 
the universal practice by women of decorat- 
ing their living quarters. They were clever 
in finding local material such as parachutes 
for making bed covers or curtains, and so- 
called “moonlight requisitions” were sources 
of supply for material to make furniture. 

Eating habits also showed a feminine at- 
titude. WAC messes with the regular GI 
rations always had better cooked and more 
attractively served food because’ the women 
demanded it. The palatability and attrac- 
tiveness of food meant so much to them that 
they sometimes refused to eat adequately in 
combined messes where the esthetic element 
was. neglected. This attitude occasionally 
became pathological, resulting in loss of 
weight or severe anzemia. 

One great hardship for women was the 
lack of privacy in the army. Throughout 
their lives, they are trained to regard this 
privilege highly. The crowded dormitory 
and the coramunity shower room and latrine 
were real traumatic for many. Overseas 
this situation was a definite factor in increas- 
ing tension and precipitating psychoneu- 
roses, especially after a year or more under 
such conditions. 

The social life of women in the army pre- 
sented many complications peculiar to the 
service. Women of various strata were 
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thrown together intimately in a way which 
is much less common to them than to men. 
Class differences are customarily maintained 
by women, and the necessity to break these 
down and adapt to the leveling effect of the 
Army was usually difficult for them. 

Their social contacts with men were ab- 
normal because of rank distinctions. For 
example, nurses were frequently more con- 
genlal with the younger enlisted men than 
with the older and usually married medical 
officers, and WAC enlisted women might . 
find their contemporaries among the men 
offcers.. But fraternizing between officers 
and enlisted personnel was against military 
regulations. This became a serious problem 
in isolated areas, where with a scarcity of 
women, male officers tried to usurp all the 
female companionship regardless of rank. 

The attitudes of many men, both in and 
out of service, that all women in uniform 
were "on the make" was disturbing to the 
majority of women who were not so moti- 
vated. That the sex standards of many 
women did change while in the’ Army cannot 
be disputed, but this exemplified a tendency 
not limited to military service. This modifi- 
cation was facilitated by absence from the 
home community. On the other hand, in the 
Army, there were definite restraints exer- 
cised by group opinion and lack of privacy. 

Women in the service were in a minority 
group, especially overseas. This made even 
the least attractive popular. It was hard for 
some of them to keep their emotional balance 
and remember that circumstances rather ` 
than their own charms were responsible for 
waving the magic wand. The social pressure 
on these women by large numbers of lone- 
some men was terrific. Many methods from 
command attendance to extravagant induce- 
ments were used to secure their. company. 
The tension of keeping up with work and too 
much social activity, as well as the stress of 
emotional conflict, was the cause of many 
psychiatric disturbances. The situations 
were particularly difficult among members cf 
units long isolated together, who became 
very dependent on one another. Their pre- 
vious and future lives were vague and unreal 
and only the present was of importance. it 
was viewed as an interlude in life and whai- : 
ever made it more bearable seemed justi- 
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fiable. Men were apparently better able to 
partition off their lives so that they did not 
as readily become deeply or permanently 
involved emotionally. They were, therefore, 
less liable to.lasting psychic trauma from 
transient attachments. Some of these as- 
sociations have continued since the war, but 
the great majority were broken off, some- 
times with tragic sequelex, especially to the 
women involved. 

Returning to civilian life has been diffi- 
. cult for both the professional group and the 
WACS. Nurses have been loth to return to 
their former type of service with longer 
hours, less pay, and more drudgery. The 
WACS kave had their own peculiar -prob- 
lems of readjustment. They have missed 
many of those things which they learned to 
value in the Army, such as group comrade- 
ship and an interest in world affairs. They 
find themselves accorded little honor as 
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veterans, end their army training is dis- 
counted bv prospective employers.. Even 
more than men, these women have become 
unsuited to their former civilian environment 
because the change in their pattern of life 
was more radical. They are quite different 
persons from those who enlisted 4 or 5 years 
ago. Most of them have matured, have 
broader interests and a new and finer sense 
of values. ) . 
And now Congress has been asked tc 
recognize tie importance of women in mili- 
tary service by including them in the regular 
Army and Navy. If this is accomplished, 
with careful selection, good training, and 
proper assignments, many of the difficulties 
described above will be solved. But let it 
be hoped that if a future war demands a 


total eifort, women will be drafted for all 


types of work so that the disadvantages oí 
a volunteer military system may be avoided. 


A REVISION OF THE ‘PSYCHIATRIC RATING SCALE * 
WILLIAM MALAMUD, M.D., anp SIDNEY L. SANDS, M.D. 


Worcester, Mass. 


In a previous paper(1) we described a 
psychiatric rating scale and demonstrated 
its use as a method for quantitative record- 
ing of psychiatric clinical findings and the 
changes that occur in them during the course 
of the illness. It was pointed out that a re- 
cording method of this type was particularly 
essential in any scientific investigation, the 
purpose of which is to search for possible 
correlation between clinical symptoms and 
physiological or biochemical data. It was 
also found that when patients were rated 


with this scale by several psychiatrists there . 


was a satisfactory correlation in scores so 
that independent determination by individual 
workers could be regarded as reliable. In a 
subsequent paper(2) the application of this 
scale in an investigation of a number of pa- 
tients suffering from agitated depression was 
reported. It was found that it was possible 
to use this scale in correlating changes in the 
clinical picture produced by electric shock 
treatment with the concomitant neurophysi- 
ological and biochemical findings. 

During the last 15 montbs, since the con- 
clusion of the work reported in the above- 
mentioned papers, we have continued our 
studies on this rating scale, our main purpose 
being to render it a more adequate tool for 
evaluaton oi changes in the clinical picture 
and extend its applicability in research in- 
vestiga-lons. These studies have resulted in 
the correction of certain faults in the original 
scale, and we now present the revised scale 
and our experiences in the use of it. First 
however we would like to point out some of 
the more important changes that were made 
and the reasons for introducing them. In 
the first place it was important to establish 
a more adequate base line against which the 
deviations in the clinical picture of our pa- 
tients could be compared. In our original 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y, 
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scale and also in scales that were proposed 
by other authors, the deviations in any of 
the functions recorded were measured in 
comparison with a hypothetical normal or 
average person. This obviously was not 
satisfactory since, as we all know, even in 
the average population these functions show 
fairly wide variations, When we consider 
the fact that mental disturbances frequently 
develop in people who even before the onset 
of their illness showed some peculiarity of 
behavior, it was obvious that a rigid standard - 
could not be utilized since our evaluation 
of whether the patient’s behavior was ap- 
proaching a normal level could be de- 
termined only by comparing it with his own 
original behavior. It became obvious, there- 
fore, that our base line would have to assume 
the character of a profile and that this profile 
could be made up only on the basis of the 
history of the patient's prepsyckotic per- 
sonality. Furthermore, it became apparent 
to us that the range of pathological varia- 
tions in each one of the functions rated in 
our previous scale was not sufficient to allow 
for the fluctuations that were found to occur 
during the course of the disease and its 
treatment. Finally, the application of the 
rating scale to a larger number ‘of patients 
and a greater variety of disease syndromes 
brought out the fact that certain functions 
included in the original scale were somewhat 
superfluous, whereas others were not re- 
ceiving the attention that they should have. 
This has led us to revise the scale, introduce 
changes in its form and the manner of scor- 
ing, and check its validity on an adequate 
number of cases. 

The scale in its present form is shown in 
Fig. 1. It consists of 19 items which can 
be divided into'3 major groups. The first 
7 comprise behavior items that can be di- 
rectly observed at the time when the patient 
is interviewed. The next 4 are functions 
which are also objectively observable, but 
an adequate evaluation of whick depends 
upon continuous observations by ward per- 


231 


232 


A REVISION OF THE PSYCHIATRIC RATING SCALE 


[ Oct. 





sonnel during the 24 hours, and which can 
be reported to the psychiatrist who is rating 
the clinical picture. The third group com- 
prises 8 functions which can be evaluated 
only on the basis of interview and com- 
munication with the patients themselves. 
It is obvious that the relative validity of the 
determination is different in these 3 groups, 
and that has to be taken into consideration 
in the rating of the patient’s condition. In 
each one of these items we have in the center 
of the sczle 2 columns of descriptions which 


plished one has a reasonably accurate picture 
of the quantity and quality of his pathology 
and the response to treatment. The material 
used in determining the base line is largely 
historical, consisting of data obtained from 
the patient himself, his relatives, and others 
who have known him before he became ill. 
We are aware, of course, of the questionable 
validity of some of this information, whether 
it stems from lack of powers of observation 
or purposeiul misinformation. To offset this 
we have tried to arrive at this base line by 


PSYCHIATRIC RATING SCALE 


































FUNCTION 1 | — BASE LINE | 
FARANCE | BIZARRE DECORATIVE OVER-METICULOUS | NEAT | CARELESS | stoventy INCONIININT (Quality) SMEARING 
l OTOR ACTIVITY | txCiTED __AITATED RESTLESS ACTIVE QUIET UNDERACTIVE RETARDED STUPOROUS 
RESPONSIVITY | STICKY OVIR-DEPENDENT  SUGGESTIBLE FLEXIBLE | RIGID — | STUBBORN RESISTIVE NEGATIVISTIC 
AGGRESSIVENESS | OESTRUCIIVE COMEATIVE BELLIGERENT DOMINATING | SELF-EFFACING | SELF-DEPRECATING SELEMUTLATIVE SUICIDAL 
SOCIALIZATION | UNRESTRAINED MEDDLESOME OUT-REACHING | EXTRAVERTED | INTROVERTED | SHUT-IN ISOLATED - INACCESSIBLE 
UNCONTROLLED MARKEDLY MODERATELY 
ATTENTION — | scatter DISTRACTIBLE —— DisTRACTHBIE — | ALERT DETACHET PREOCCUPIED  OISPARATIVE WITHDRAWN 
INCESSANTLY : 
SPEECH PRODUCTIVE PUSH OF SPEECH = OVER-TALKATIVE | VOLUBLE TERSE UNDER- TALKATIVE lend cree MUH 
NUTRITION OMNIPHAGIC VORACIOUS GLUTICNOUS INDULGENT | FINICKY ANOREXIA REFUSAL TUBRE- FED 
SEXUALLY SEXUALLY SEXUALLY p HOMOSEXUAL HOMOSEX OMOSIX- ASSA 
SEXUALITY — | assauirive SOLICITING OVERACTIVE ACTIVE Guno sexy | ONURAN owon PASSIVE $OLICIT OPEN MASTURD 
SLEEP SEVERE INSOMNIA — MODERATEINSOMNIA — RESTHSS SLEEP LIGHT HEAVY SOMNOLENT LETHARGIC COMATOSE 
[WORK — DISRUPTIVE — SCATTERED OVERACTIVE | EAGER INDIFFERENT | DISINTERESTED RESISTIVE ERAN 
| MOOD | EXHILIRATED —— EUPHORIC ENTHUSIASTIC | OPTIMISTIC | PESSIMISTIC | SOMBER DESPONDINT DEEPLY DEPRESSED 
SPONTANEOUS IVEL 
AFFECT SUM ive — AREE DEMONSTRATIVE | RESERVED INADEQUATE BLAND INAPPROPRIATE 
RUNG [rdc MmurrGUKT Yaar nant [RIFHRSERSTIVE [OST 
. | AWARENESS | CoPUsED  SCATIRED S SUPERFICIAL — | DIFFUSE RESTRICTID | StPFASONAULATON CLOUDY UNCONSCIOUS 
| ASSOCIATIONS | IRRELEVANT FLIGHT TANGENTIAL CIRCUMSTANTIAL | CONCISE BAITE IMPOVERISHED — BLOCKED 
CONTENT WALLUCINATED DELUCID IDEAS OF AUTISM PROJECTIVE INTROSPECTIVE |Site- CONVERSIONS OBSESSIONS — SOMATIC 
REFERENCE OBSERVING  HYFOCHONDAIASIS PHOBIAS — DELUSIONS 
OBSESSIVELY MILDLY SEVERELY 
MEMORY CONFASULATION —— FABRICATION REMINISCENT DETAILED GEDERALIZED | preter DEFECTIVE AMNESIA 
THOUGHT PROCESSIS | FRAGMENTED — ALOGICAL LOOSE SHALLOW CRITICAL RATIONALITATION GASES yg OBSESSIVE DOUBT 






















Fic. I. 


are tabulated under the title of base line. 
The two. terms at the base line of each one 
of the items represent the usual variations 
in the particular function within normal 
. limits. Thus, for instance, in the case of the 
appearance of the individual we may have 
some persons who are originally either 
“neat” or “careless.” In the case of the motor 
activity scme people may originally be “ac- 
tive" or "quiet" and so on throughout the 
I9 items. The base line, when completed, 
provides us with a personality profile of that 
patient as he was before the onset of the ill- 
ness. When serial determinations of his 
deviations from this base line are accom- 


the use of information coming from several 
different sources such as the school records, 
neighbors, relatives, the patient's own mem- 
ory of his early life,.people with whom he 
has worked, and so on. Once the base line 
has been determined, it is used throughout 
the study of the case, and the changes in his 
clinical picture are judged on the basis of 
the degree of deviation from his original 
personality. In preparing the scoring sheets 
the base line is marked in with heavy crosses 
in the appropriate column or on the midline, 
if such 1s necessary. i 

On both sides of the base line we have in- 
dicated the range of deviations in terms of 
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progressive degrees of pathology. Both the 
base line variations and their pathological 
exaggerations were divided on the basis of 
their direczion into 2 groups. On the left- 
hand side we have placed those which are 
directed away from the person and towards 
the outside (centrifugal). To the right of 
the midline we have the opposite, namely, 
centripetal or internally directed forms of 
behavior. These deviations both to the right 
and the left from the base line have in the 
case of most of the items been expressed in 
terms of 3 degrees of severity of involve- 


ment. Wherever possible, the terms used in : 


preparing the rating scale were taken from 
the vocabulary that is currently employed in 
psychiatric clinical description. All of us 
who have been working in this field for some 
time will readily appreciate how difficult it is 
to develop a uniform system of describing 
human behavior particularly in its pathologi- 
cal forms. 
represent entirely different meanings when 
used by proponents of special schools. In 
the case of a rating scale of this type, there- 
fore, it will be essential to state definitely 
what meaning these particular terms are in- 
tended to represent. It was surprising, how- 
ever, and gratifying to find that in the larger 
proportion of the terms this difficulty was 
not encourtered. 


SCORING 


At the present time only a raw score is 
derived from the rating scale. Problems of 
weighting are being deferred until a much 
large: mass of data is available. Our statis- 


tics and cases show that the scale is suf- 


ficiently sensitive to permit use of the raw 
score alone to evaluate the status of the large 
majority of patients. One must visualize 
the scoring sheet as a grid overlying the 


scale. The words of the scale now become _ 


guides in estimating the degree of deviation 
from the dase line. In actual practice the 
scorer will have both tables before him and 
as he prepares to rate each category will 
refer to the verbal scale to assist him in 
placing his check mark on the proper side of 
the scale and in the square most accurately 
measuring the degree of deviation from the 
base line. . 


Some terms have even come to’ 
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Fig. 2, which is a single rating of an 
actual case of catatonic schizophrenia, illus- 
trates the recording and scoring method. All 
scores are determined by the difference be-. 
tween the base point and the checked point 
on the grid. The smallest unit difference 
used is one-half. Note, for instance, the fol- 
lowing items. 

Appearance.—The check point is in col- 
umn one, but the base line point is to the 


RATING SCALE 


Score Skeet No. [e 






ED 





CATEGORY 


Mrs m TTT 
m—— Lu 


RESPONSIVITY 
























4 7 

see LIEST 3: DE s 

m LLLLLPRLELLL EE 
o^ 





TOTAL 





Patient: 
Doctor: 
Dates 3 











FIG. 2. 


left of midline. The score is therefore 2, de- 
rived by counting the squares from the base 
point to and including the check point. 

Nutrition.—In this case the check point 
falls on the middle of the base line column. 
It 1s not a full square from the base point 
and therefore since the smallest scoring in- 
crement used is 4 that is the score. 

Associations.—From the base point to the 
check point one counts 64 squares and the 
score is 64. | 

There will be times when the scorer feels 
that in a certain category the patient shows 
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pathology ratable on both sides of the base 
line. In that case he places checks on both 
sides and derives his score from the side 
giving the greater difference. 

When a score for each category has been 
obtained a total score is then derived by 
simple addition. 

As the treatment proceeds and a series of 
ratings are obtained the check marks begin 
to approach the base line and obviously the 
total score decreases also; in that way a 
quantitative measure of the patient's day-by- 
day behavior is secured. In most cases the 
rating is carried out about once a week since 
the changes are slow enough in developing. 
Where the picture changes more rapidly, 
obviously the rating will have to be done 
more frequently too. À master chart is pro- 
vided in the record of the patient in which 
the total scores are entered in the same 
manner as for instance his temperature, 
pulse and respiration. At the end of a month 
or 2 months we will have, therefore, a record 
showing whether the patient's condition is 
at a standstill or whether it changes toward 
the better or worse and which functions 
yield to, or resist, treatment. 

As was stated in the original publication, 
the- rating scale is not intended to replace 
the usual clinical notes. Descriptions of the 
person's clinical picture are made at regular 
intervals ard entered into the record. It is 
.obvious, therefore, that in testing the validity 
and usefulness of this rating scale, two im- 
portant considerations have to be kept in 
mind. First, to what extent does the rating 
scale correlate with the general descriptive 
notes on the patient's behavior? Secondly, 
how well will the ratings of 2 or more psy- 
chiatrists correlate with one another? To 
study these we have instituted a procedure 
in which 6 pairs of psychiatrists did serial 
ratings on a total of 26 patients. These pa- 
tients were all undergoing different types of 
treatment, such as electric shock, insulin, 
and lobotomy. At certain stated times, each 
patient was interviewed jointly by a pair 
of psychiatrists but rated independently. 
Throughout the progress of rating of each 
patient neither one of the psychiatrists knew 
what the rating of the other one was nor did 
they refer to their own last rating of the pa- 
tient. At the end of the rating they would 
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hand the score sheets over to the secretary 
for computation. This computation was ac- 
tually made at the end of the study. 

One hundred such paired determinations 
were completed, and the results of all these 


‘findings are shown in Fig. 3. Each dot on 


the chart represents one pair of ratings done 
on the same patient by 2 psychiatrists. The 
figures along the ordinates represent the 
scoring of oae of the physicians and those 
along the abscissa the scoring of the other. 
The middle of the three diagonal lines rep- 
resents the points where all of these ratings 
would line up if the correlation were perfect. 
It can be seen that the correlation is remark- 
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ably good; the statistical computations of 
this correlation are represented on the chart 
on the right-hand side. Correlation coef- 
ficients for individual pairs of physicians 
are not presented but all were high, and 
from the chart it is obvious that the variation 
would be small. 

Figs. 4, 5, and 6 show the correlation on 
single cases rated over a period of time by 
2 psychiatrists. In Fig. 4, we have these 


paired ratings of patient R. W., who was 


treated by lobotomy. 


He is a 25-year-old single man admitted to the 
hospital in May, 1942 with the symptoms of tension, 
apprehension, preoccupation with religious ideas, 
anc feelings of guilt and sinfulness. This led to 
the development finally of a typical picture of 
catatonic schizophrenia. At that time he received 
metrazol treatment, showed a good remission, and 
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was discharged in July, 1943. In March, 1946 he 
was readmitted with symptoms much like those on 
the first admission but to which were added marked 
obsessive doubt and an inability to come to deci- 
sions. This time he was treated with insulin and 
improved fairly rapidly, but before it was possible 
to release him he suffered a relapse. In December, 
1946, a lobotomy was performed, and at the present 
time he sbows great improvement and is being 
considered for a visit to his home. The ratings 


were started about 4 weeks before the performance: 


of the lobotomy when.the symptoms of his present 
attack were at a high level of severity. The rat- 
ings were done by 2 psychiatrists simultaneously 
but independently. The crosses represent individual 
ratings by Dr. W. M. and the dots ratings by Dr. 
S. L. S. Mine separate ratings were carried out, 
and the lobotoray was performed after the third of 
these. Some time after that he began to improve 
as can be seen in Fig. 4. There is, of course, some 
divergence between the 2 sets of ratings, these 
being more marked at the time when the patient 
was at his worst, and they seem to be approaching 
each other more closely as he improves. The gen- 
eral trend, however, is very definitely the same, 
and it can de seen that either one of these 2 rat- 
ings would give an adequate idea of the change 
in the clinical picture as it was produced by the 
treatment. 


Fig. 5 shows another set of paired ratings 
in which 7 separate ratings were undertaken 
by the 2 psychiatrists. 


This was the case of A. J. C. a 28-year-old 
white male, who was admitted on January 19, 1047, 
with tension, agitation, autistic thinking, distur- 
bances in zssociations, and auditory hallucinations. 
During the period between February 5 and March 
IO this patient received I3 electroshock convulsions 
with very good results. At present, there is still 
some affective blunting and vagueness of associa- 
tions, but kis adjustment is good and an early visit 
out of the hospital is being arranged. The corre- 
lations between the 2 sets of ratings again show 
occasionaliv some divergence, but the trend is the 
same and the general results in this case are much 
like those ir: the preceding figure. 


Finally, in Fig. 6, we have presented a 
similar set of paired ratings in a patient suf- 
fering from manic-depressive psychosis, de- 
pressive type. 


This patient, H. B., a 58-year-old white male was 
admitted January 4, 1947, with depression, retarda- 
tion, delusions of reference and persecution, and 
feelings of guilt. There is a history of similar 
episodes in previous years and other episodes of 
distinctly manic behavior. This patient received a 
course of 9 electroshock convulsions during the 
period from February 5 to February 26 with excel- 
lent results. At the present time he is out of the 
hospital. on visit. The correlation here between 
the ratings of the 2 psychiatrists is so good as 


A REVISION OF THE PSYCHIATRIC RATING SCALE 


[ Oct. 


almost to coincide at practically every point. It 
is obvious that this patient's symptoms were much 
more clearly defined and more easily observable; 
this is probably the reason why the correlation is 
so close. The trend, of course, is the same with 
both psychiatrists, and the correlations of this curve 
as well as the ones in the previously shown figures 
with the reports described in the clinical notes is 
excellent. 


COMMENTS 


The results obtained with our revised 
rating scale are definitely superior to those 
that we had in our previous report. The 
reasons are fairly obvious. The introduction 
of the new base line and the opportunity af- 
forded by this to compare the patient's path- 
ological condition with his own prepsychotic 
personality would tend to give a more ade- 
quate picture of the fluctuations in the 
clinical course as they were conditioned by 
the disease or the treatment. Furthermore, 
the wider range of deviations in individual 
functions affords a better opportunity to de- 
scribe the actual findings and come nearer to 
a consensus than was true of the rather 
narrow limits within which we had to work 
with our previous scale. Finally, the deletion 
of some furctions which led to overlapping 
and the insertion of others which are of im- 
portance in sizing up the patient's condition 
at any given time helped to render the de- 
scription more accurate.- The adequacy of 
the correlations of ratings done by different 
physicians is obvious from the figures pre- 
sented. We should like to add here that 
experience alone, either with this scale or psy- 
chiatry in general, did not seem to play too 
much of a róle. One of the authors (W. M.) 
has worked with both the original and re- 
vised scales; otherwise, the psychiatrists 
who collaborated in formulating and check- 
ing the previous scale were not associated 
with the present study. The range of psy- 
chiatric experience of the physicians rating 
these patients varied between one year and 
25 years. We did not find that experience 
alone played any important róle in the degree 
of correlaticn. 

As we nave worked along with this 
method we have been, and still are, cognizant 
of certain shortcomings and pitfalls, some of 
which we have tried to take care of and 
others which, so far, have not been cor- 
rected. There is, for instance, the problem 
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of "weighing" of the different symptoms as 
regards their importance, Thus, it is obvious 
that in patierts suffering from schizophrenia 
certain symptoms are much more important 
in the evaluation of the maladjustment than 
others. It may be that in the future and 
after experience with a greater number of 
patients we shall find that such a differentia- 
tion and appropriate weighing will become 
possible. This difficulty, however, is not 
quite as important as it may seem. After all, 
we are not using this scale as an absolute 
measurement of the patient's inabihty to 
adjust. Furthermore, we are not comparing 
one patient with another on the basis of this 
scale but are comparing one patient's symp- 
toms with his own at some other stage of 
his disease znd comparing all of them with 
what we consider to have been his own pre- 
psychotic personality. In that case, it does 
not matter whether the patient has devia- 
tions in one function or in all of them. It is 
important ta decide how much of that de- 
viation there is and how it is affected during 
the course of his illness and the treatment 
of it. 

Another difficulty that is closely related to 
the one mentioned above is presented in 
the fact that, in such complex functions as 
are those thet we are recording, it is not pos- 
sible tc determine the exact numerical value 
to be attached to single deviations in each 
one of these functions or in the comparison 
of such deviations in 2 different functions. 
For instance, in the case of responsivity, 2 
points are allotted for stubbornness and 2 for 
resistiveness. Similarly, in the case of atten- 
tion, 2 points are allotted to preoccupation 
and 2 to disparities. Obviously, we have 
no wav of measuring or weighing the exact 
difference between stubbornness and resis- 
tiveness nor do we have any way of defi- 
nitely determining the exact relationship 


between stubbornness and resistiveness onm. 


the one hand,.preoccupation and dispari- 
ties or the other. So far as we can see at 
this time, no way is available for such exact 
determination. We do know, however, that 
the person who is merely preoccupied but 
can be mad? to pay attention by persistence 
on the part of the examiner 1s definitely less 
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seriously sick than the schizophrenic who 
shows gaps and disparities in his attention. 
Furthermore, in regard to a number-of these 
functions, we can actually see how the pa- 
tient, when he begins to improve and come 
back to his own normal functioning, suc- . 
cessively passes through the various steps 
in his pathological symptoms. 

It must also be mentioned that this rating 
scale was intended primarily for use in work- 
ing with the type of clinical syndromes that 
are found in state hospitals. It does not lend 
itself as well for use, for instance, with pa- 
tients suffering from psychosomatic dis- 
orders, psychoneuroses, or some of the be- 
havior disturbances. Other rating scales util- 
izing different functions and their deviations 
will have to be devised for such problems. 
We wish also to stress the point that this 
rating scale has never been intended to dis- 
place the elaborate descriptive clinical notes 
which we are still using in working with our 
patients. At no time would we consider a 
rating scale to be adequate for the presenta- 
tion of the patient’s condition in such a way 
that it would give an adequate picture of the 
individual functioning as a whole. These 
notes, however, as we have pointed out in 
our first paper, do not lend themselves for 
use in quantitative recording that can be cor- 
related with similar recordings of physiolog- 
ical and biochemical findings. For such cor- 
relation, a rating scale like the one we 
present or some other that may be more ade- 
quate but would work along the same princi- 
ples is practically indispensable. Finally, we 
recognize that our descriptive terms may be 
subject to criticism on semantic or other 
grounds. We wish to emphasize that they 
are merely aids to locating the point which 
determines our estimate of the quantity and 
direction of the pathology. 
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PREVENTIVE PSYCHIATRY * 
S. H. KRAINES, M.D. . 
University of Illinois, College of Medicine, Chicago 


Prevention is always the best therapy. 
Levees to hold back the flood waters; traffic 
lights and road markings to reduce the num- 
ber of accidents; a U. N. to outlaw war; 
vaccination against smallpox; pasteurization 
of milk; they all pay high dividends in the 
saving of money, time, energy and suffering. 
Such savings are greatest whenever and 
wherever it is possible not only to protect 
agaimst but to eliminate the very source of 
‘the ills. Nowhere else is the need for such 
prevention more urgent than in the field of 
psychiatric disorders; and nowhere else are 
the rewards more gratifving. 

Today over 4 million United States citi- 
zens are confined to mental institutions; and 
it is estimated that over ro million (1/14 of 
the total population) persons now living will 
sometime in their lives need hospitalization 
in a mental institution. More than 1 and $ 
million men were—because of psychiatric 
and allied disorders—rejected by the Army. 
From 4 to $ of all patients seeking medical 
aid have some psychoneurotic ailment. More 
than 16,000” persons committed suicide last 
year. Even the law courts confirm the need 
for preventive psychiatry. In 1942, 157,000? 
were in prison. In the same year 5,000 per- 
sons were charged with murder. In 1942, 
there were 1 million divorces as over against 
1$ million marriages. 

There are abundant facts to attest that 
preventive psychiatry can be instituted; the 
problem, as always, is one of techniques. 
Even in -he psychoses, wherein our knowl- 
edge of etiology and treatment is unclear, 
‘much can and is being done on the prophy- 
lactic level. Dissemination of information 
and the organization of clinics in the cam- 
paign against alcoholism and venereal disease 
are steadily reducing the number of psy- 


t Read at the roznd annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 27-30, 1946. 

2 Vital statistics, U. S. Dept. of Commerce. 

8 Chicago Daily News Almanac, 1946, p. 802. 
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choses due to syphilis (responsible for 10% 
of first admissions) and to drunkenness (an 
other 10% of first admissions). It is, how 
ever, in tke field of neurotic and abnorma 
social behavior that the greatest need fo 
preventive therapy lies; and it is here tha 
the greatest benefits will manifest themselves 

Stated in simplest form, the goal of pre 
ventive psychiatry is twofold: (1) to in 
crease to maximum strength the resistan 
powers of all men, and (2) to reduce to ; 
minimum the stresses which operate to pre 
cipitate neurotic behavior. 

It is a truism to say that not symptoms bu 
causes must be treated. As its very nami 
implies, preventive psychiatry is fundamen 
tal, seeking to cut away the very roots of evi 
and cultivate the roots of well being. 

Dispute though we may as to terminology 
or the weighting of various determining fac 
tors, we all agree that in the formation o: 
distortion of personality these things are o 
utmost significance: (1) the parent-chik 
relationship and (2) the stresses—interna 
and external—to which every personality i: 
subjected. It is, accordingly, in these tw 
realms that preventive psychiatry must b: 
initiated and developed. 

It is the childhood experiences which to : 
large degree determine adult personalitie 
and patterns of behavior. The repeated re 
sponse becomes habitual and tends not onh 
to perpetuzte itself but to irradiate. It is i 
the framework of the inter-relations of par 
ents, of parents and children, of the chik 
and his siblings that far too often ther 
emerges the picture of insecurity, depen 
dence, intelectual subjectivity, egocentricit 
and emotional lability. 

Preventive work then should begin in the 
home; but the home itself does not exist anc 
cannot be modified as a self-limited entity 
Just as the child echoes the harmony or dis 
sonance, reflects the light or shadow of hi: 
home, so the family in turn is bound up witl 
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and determined by the larger society of 
which it is a part. 

The welfare of the individual man and of 
society is inseparable. In a society where the 
economic level is such as to deprive man of 
food and.shelter or even to curtail his oppor- 
tunities for education and relaxation, true 
mental healtn cannot exist. In a society 
where social pressures operate to segregate 
into “superio-” and privileged groups as over 
against “inferior” and degraded groups, true 
mental health cannot exist—within- either 
group. In a society infected with injustice, 
discrimination, and intolerance—with all 
their attendant fears and hatreds—true men- 
tal health cennot exist. The catalogue of 


social ills is long, and. each is the breeding 


ground for yet more ills. In our democratic 
concept. the individual man will always be 
the ultimate value; but we realize that his 
health and happiness, his well-being can best 
be secured and maintained only in a society 
which has the same security, the same 
guarantees. 

Our job is not to etch a gloomy picture of 
what is or to paint a fair landscape of what 
might be; but to chart a course to our goal 
and to set sail thereon. 

The principles of preventive psychiatry 
may be difficult to execute, but their formu- 
lation can be simply stated. It is necessary: 
(1) so to educate the parents in the under- 
standing and guidance of their children, and 
so to educate the children in techniques of 
self-development as to secure a sound base 
of objective thinking and stable emotions. 

_It is necessary: (2) to seek the removal of 
unhealthy economic and social pressures; 
and (3) it is important to establish adequate 


facilities for the early treatment of personal: 


and social abnormalities, and to educate the 
^people in their recognition and cure. And 
the ultimate goal of these procedures is not 
only to prevent disease but also to cultivate 
positive mental health. 

These ideals can be actualized. Practica 
steps can be taken. The many valuable ef- 
forts already being made in this direction can 
be given wicer reach and greater scope. And 
the method, I believe, lies in more adequaté 
organization and in heartier cooperation. 
Our militarv experience has taught us much 
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about the practicality of these p-eventive 
measures. l 

The psychiatric problem in the Army was 
severe. More than 50% of the medical dis- 
charges were for psychiatric reasons and 
many men were rendered inefective because 
of such symptoms. 'To combat this situation 
prophylactic measures were instituted. Psy- 
chiatrists were assigned not only to hospitals 
but to training camps and to army divisions. 
Their duties were to treat men at tbe earliest 
possible moment and even more important 
to develop preventive measures. As a result 
of their activities there was a definite drop in 
the number of psychiatric casualties. They 
initiated educational programs to all soldiers 
on first admission to the service. Realistic | 
and practical information on the symptoms 
of maladjustment, on the techniques of ad- 
justment, on fear and its management was 
presented. Lectures were given to officers 
on the róle of emotions in the actions of men, 
on the factors which motivate behavior. In- 
quiry was made into the causes of neurotic 
and abnormal behavior; * and in the event of 
inefficiencies and of unhealthy situations, the 
psychiatrist was directed to inform the com- 
manding officer about them. The mental 
hygiene efforts strove not only to decrease 
the number of psychoneurotic men, but to 
create a milieu that would enhance morale 
and the well-being of normal men. 

Where the military organization was at- 
tuned to these needs and desirous of imple- 
menting them, gratifying results were ob- 
tained. In a cooperative organization, it was 
possible to deal directly and expeditiously 
with the disturbing énvironmental pressure 
and to find time and opportunity to cultivate - 
the attitudes of the officers and mea. When, 
however, apathy, disinterest or antagonism 
supervened, the organization did not func- 
tion in these preventive measures and the 
best efforts of the psychiatrist were to no 
aval. Organization and cooperation were 
the sine qua non of success. 

Differing as civilian life does from mili- 
tary organization, the same principles are 
still applicable. To reduce and ameliorate 

4 Kraines, S. H. The Adviser-System—Prophy- 


lactic Psychiatry on a Mass Scale. Mental Hygiene, 
27: 502, October 1943. 
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neurotic behavior it is necessary to inculcate 
mentally healthy attitudes, and to correct un- 
healthy economic, social, and other pres- 
sures. And to achieve these ends, in civilian 
life as in the military experiment, an ade- 
quate organization is essential. Our society 
today could not function adequately without 
the proper organization of our police forces, 
our postal services, our public health depart- 
ment. The public health measures are partic- 
ularly akin to the needs of preventive psy- 
chiatry. In the city, the state and on a 
federal level, the department of public health 
is able to institute those procedures which 
are essential prerequisites to our way of 
living, and which could not be undertaken by 
, purely individual actions. , And only through 
similar crganization can prophylactic psy- 
chiatry function effectively. 

Many agencies today are active in this 
field. The mental hygiene committees 
throughout the country are doing superior 
work in awakening the people to the needs of 
mental health. Child welfare services and 
organizations are continuously active in dis- 
seminating the latest concepts on the physical 
and mental welfare of our youth. Social 
hygiene associations engage in many activi- 
ties including the writing of articles in popu- 
lar magazines toward the end of improving 
the social and mental health of the com- 


munity. The Springfield plan has shown : 


how it is possible to integrate the activities of 
the school and the community in a technique 
to foster healthier social attitudes. Each of 
these splendid groups working with energy 
and direction is of necessity concerned with 
particular problems and is limited in the 
number of persons it can reach and serve. 
Often they meet with active opposition, more 
often with ignorance, apathy and indiffer- 
ence. The persons involved are too many, 
and the social problems too complex for any 
single agency to be more than partial in its 
effectiveness. 

It is for this reason that there is need for 
a governmental organization to implement 
and exterd the activities of these groups. 
There is reed for weil financed, permanently 
staffed organizations on the same three levels 
as that of the public health departments, in 
city, state and national government. Each 
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of these departments should be staffed by the 
best minds available in the community and 
should include psychiatrists, psychologists, 
social workers, educators and other related 
trained personnel. The function of these di- 
visions should include: (a) cooperation 
with the department of education in formu- 
lating the mental hygiene aspect of education 
of all children and in providing special men- 
tal hygiene services for those children in 
need; (b) to stimulate and implement pro- 
grams of adult education in mental hygiene ; 
and (c) to organize clinics and other means 
of dealing with child behavior problems, 
marital problems, vocational adjustment, 
labor-management relations, and anti-social 
behavior as seen in law courts. 

To be successful such departments need tc 

be adequately staffed, must have sufficient 
funds, and should be energetically directed. 
Should these criteria be lacking little will ac- 
tually be achieved. Since the goal of these 
departments is to inculcate mental hygiene in 
the community, the personnel in charge must 
themselves be not only well trained in theory, 
but also have mentally healthy attitudes, as 
well as qualities of integrity and energy 
which can serve for example. 
J On the Federal level, there is now before 
Congress a bill (S. 1160 and H.R. 2550) en- 
titled the “National Neuropsychiatric Insti- 
tute Act." This Act,? if passed would provide 
for the study and treatment of psychiatric 
conditions, and the collection of informatior 
on the causes and prevention of neuropsy- 
chiatric disorders. This institute could serve 
on a national level at which the whole field o! 
preventive psychiatry could be formulatec 
and clarified. This institute could in collab. 
oration with the United States Office of Edu- 
cation formulate programs of mental hygiene 
education both for children and for adults 
The institute can establish close liaison re. 
lationship with the city and state depart. 
ments of mental health and with the volun. 
tary societies of mental hygiene, and througt 
these media distribute and collect relative in- 
formation. This institute can do muct 
widely to promulgate the tenets of menta 
health. 


5 Since the reading of this paper, this bill ha. 
been enacted. 
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It is the responsibility of this association 
to be vitally interested and constructively 
active in this field of preventive psychiatry. 
Representing, as it does, the psychiatric 
thought of America, this society can do much 
to pioneer in this field. Towards this end, 
it is suggested that The American Psychiat- 
ric Asscciaticn set up a committee in pre- 
ventive psychiatry; that this committee be 
charged with investigating the entire prob- 
lem of prevention ; that it outline as its initial 
specific task the best known methods of edu- 
cation of children in the principles of mental 
health; that it proceed by determining the 
educational activities of existing organiza- 
tions; taat it secure suggestions on tech- 
niques and principles from leading educators, 
psychologists, sociologists, psychiatrists and 
others of special knowledge; that it prepare 
an overell pregram on mental hygiene educa- 
tion of children; that after approval by the 
executive committee, it make public its rec- 
ommencations, and disseminate its concepts 
in a manner it deems most effective. It is 
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further suggested that the work of this ccm- 
mittee be continuous and that at regular in- 
tervals its recommendations be revised in 
accordance with newer knowledge and 2x- 
perience. Ds 

Under such a procedure it will be possible 
greatly to improve the mental health of this 
nation. Our democracy has reached that 
stage of development wherein the mental at- 


titudes essential for community living zan 


no longer be left to chance or sporadic effort. 
Under no condition should there be regimen- 
tation of thought or standardization of emo- 
tions, yet under existing circumstances, the 
opposite extreme of almost anarchistic lack 
of direction in the development o: mental . 
health is equally deplorable. Betwéen tkese 
two extremes there is a definite responsibdity 
of society to. its members, a responsibilitr to 
insure the greatest maximum mental health 
for the individual in relation to himself, and 
for the individual in relation to his fellow 
men. 


THE FRUSTRATION THRESHOLD * 
MANDEL SHERMAN, M. D., Cuicaco, ILL. 


This paper is a report of an experimental 
study of the frustration level of normal, neu- 
rotic and psychotic persons. The purpose of 
the studv was to investigate the relative frus- 
tration levels of well-adjusted, neurotic and 
psychotic individuals, and the differences in 
the frustration reactions, of different in- 
dividuals. 

The systematic ' psychological work on 
frustration dates from the experimental in- 
vestigation of Pavlov. In his attempt at con- 
ditioning dogs, he discovered that some of 
the animals developed what he called "neu- 
rotic behavior," when they were forced to 
respond discriminately to a situation which 
was much too difficult for them. His later 
work and the work of other experimenters 
showed that a number of conditions created 
a frustration reaction in animals resulting 
in a variety of behavioral abnormalities. 


The conditions found to be universally: 
productive of frustration in animals were: 


the following: 

I. Forcing the animal to persist in a dis- 
criminative act beyond its usual capacity. 

2. Removal of reward so that the moti- 
vated act remains incomplete. 

3. Substitution of punishment for reward 
at the corapletion of some task, suck as maze 
running. 

4. The continued presentation of a condi- 
tioning stimulus in the inhibition of strong 
reflex reactions. 

5. Forcing the animal to respond to 
stimuli, the reactions to which are ordinarily 
mutually exclusive. 

6. Delaying the reinforcement stimulus to 
a positive conditioned response. 

7. Reinforcing a conditioned stimulus 
which previously had an inhibitory effect. 

8. Rapid transition from one conditioned 
stimulus to conditioning with another type 
of stimulus. 

9. Forcing an animal to discriminate con- 
ditioned stimuli to mutually antagonistic re- 
sponses. 


1 Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 
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factors: 


Even though the conditions for the arousa 
of frustretion are relatively simple in ani 
mals, many complications enter into the in- 
terpretaticn of the results. It is relatively 
easy to produce quantitatively determinec 
motivations which are prerequisites for frus- 
tration. An animal may be motivated tc 
learn a discrimination test or run a maze by 
keeping it without food for a given lengtl 
of time. In spite of the ability to measure 
the motivation, many experimenters noticec 
that animals behave quite variably. Som: 
animals skow evidence of frustration mucl 
quicker than others. Rats, for example, var: 
greatly in their ability to withstand punish 
ment before evidence of frustration is ob 
served. Animals also vary in their behavior: 
after they are frustrated. The most com. 
mon reaction is a disruption of their moti 
vated activity, a substitution . for the in 
tegrated action by haphazard restless ac- 
tivity, and, in intense frustration, total dis- 
organization involving convulsive or para- 
lytic reactions. ' 

In human subjects, experiments on frus- 
tration cannot be carried out as effectively 
as on animals. This is due mainly to tw« 
(1) the variability of the motiva- 
tion to complete a task and (2) the inhibi 
tion and disguise of the behavior resulting 
from frustration. It is extremely difficul 
to know the degree of motivation of any in 
dividual. One person may be strongly moti 
vated during the experimental situation 


"whereas another person may be relatively 


unmotivated, although he may verbally ex 
press a st-ong interest. Children do no 
vary as much as adults. The responses t 
frustration are also more subtly inhibited o: 
disguised by adults than by children. Thi: 
is not at all surprising in view of the lon; 
period of conditioning which adults hav 
undergone in the very processes of inhibitio: 
and disguise of: overt behavior. 

In the attempt to motivate individuals: it 
a task in which it is proposed to frustrate 
them, it is important to choose one which ha: 
universal familiarity and importance. The 
task must also be of the type which, i 
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failed, has significance for the individual. It 
is for these reasons that problems in learning 
have been most commonly used with chil- 
dren. This type of problem also usually 
functions effectively with adults. Other 
types 'of problem-solving situations have 
also been used in studies of frustration. The 
experiments of Barker, Dembo, and Lewin 
at the University of Iowa are well known, 
and the methods which were used can be re- 
peated by other experimenters. In one of 
their studies they motivated children to play 
with toys ard then prevented them from 
playing with more attractive toys to which 
they had been exposed. The experimenters 
were able to study the frustration reactions 
by observing the aggressions, the haphazard 
and uncirected activities, and the regressive 
behavior of these children. 

The earlier studies of frustration usually 
involved an evaluation of the emotional reac- 
tions of the subjects to relative success and 
failure. The most common method em- 
ployed was to observe either how long the 
individual could persist in a situation in 
which he obviously failed or how much pain 
or punishment he could endure without giv- 
ing up the task either by a decrease of effort 
or by escape. We shall see later from the in- 
‘terpretation of this study that the mere per- 
sistence in a task is not a criterion of a de- 
gree of frustration. An individual may per- 
sist in a task although he may also be in- 
tensely frustrated. Perseverance may be the 
product of authoritative drive or because of 
fear of punishment. Indeed, some subjects 
persevere because of the very fact of frustra- 
tion rather than a feeling of success. The 
frustration acts as a motivator in the sense 
that it results in an increasing sense of fear 
of the consequences of failure. 

It is clear that animal and human frustra- 
tion are not similar. Frustration in human 
subjects inevitably involves a sense of fail- 
ure. The frustration reaction involves not 
only a disruption of the motivated activity 
but also a painful realization of the meaning 
and consequences of the failure. In order to 
create frustration, the activity in which the 
individual fails must not only be important 
from tae standpoint of the necessity of com- 
pleting it at the moment, but must also be 
important from the standpoint of his concept 
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of his ability and status. Thus, an adult who 
is given a problem in chemistry may readily 
fail without any frustration effect, although 
he may be chagrined for the moment. If his 
training was not in chemistry, he quickly 
rationalizes his failure and even considers it 
as an amusing incident. It is quite other- 
wise, however, for the chemist who fails in 
a problem-solving situation involving chem- 
istry and who is frustrated mainly because 
he interprets his failure in terms of what is 
expected of him. 

The subjects on whom data are reported 
in this paper consisted of 75 children and 
40 adults. Forty of the children were con- 
sidered normal, 20 neurotic, and r5 schizo- 


phrenic. Of the adults 10 were mild schizo- . 


phrenics, r2 had been diagnosed neurotics, 
and the remainder normal. The neurotic 
children were so diagnosed clinically by 
psychiatrists but were not being given psy- 
chotherapy. Some of the schizophrenic chil- 
dren had been treated psychiatrically. They 
presented the typical symptoms of confusion, 
unpredictable behavior, emotional rigidity, 
and in some cases compulsive and manner- 
ismic behavior. Of the adult neurotics 7 
had somatic complaints as well as anxiety, 
and 5 were anxiety neurotics without spe- 
cific somatic complaints. 

The most important problem to be solved 
in order to continue the experiment was the 
choice of the problem upon which the sub- 
jects could be made to fail. A good deal of 
preliminary work showed that many prob- 
lems, such as opening a puzzle box which 
was so constructed that it could not be 
opened, did not universally produce a sense 
of failure. The subjects quickly ration- 
alized their inability to work on puzzles. A 
mental problem requiring knowledge was 
also ineffective. Except for the young chil- 
dren, most of the subjects were not dis- 
turbed by their lack of knowledge and 
claimed that the information that was asked 
of them was too specialized. Finally, two 
types of problems were selected: (1) the 
recall of digits, and (2) the tracing of a 
maze blindfolded after it had been learned 
visually. The recall of the digits was of 
universal interest. The children considered 
the task similar to the many school tasks in 
which success was important. The adults 
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considered the recall of digits a problem of 


mental agility and thus were strongly moti- ` 


vated. The subjects were given a practice 
period of repeating sequences of 2. and 3 
digits. After thy had learned what to do 
and appeared as if they were motivated to 
succeed, increasingly longer series of digits 
. were given them so that finally everyone 
failed. Their failures were brought to their 
attention. immediately with the statement 
that the examiner was very much surprised 
at their inability to perform such a simple 
task. When the experiment was carried on 
with the adult subjects, a number of graduate 
students were always present. The presence 


of the students was considered a reinforc- 


. ing factor in the arousal of frustration. 

The maze tracing with a stylus was also 
found adequate in motivating and in frus- 
trating the subjects. After they had learned 
the maze which was of a simple type, they 
were blindfolded and instructed to trace 
the maze without error. After the subjects 
were blindfolded, the maze was so changed, 
however, that complete success was impos- 
sible. When the subjects hesitated or said 
they could not go on, reinforcing statements 
were mede, such as, “try again, I am sur- 
prised that yóu are unable to do this well 
because even a fourth grade child can do this 
quickly." 

The reactions to frustration were meas- 
ured by (1) identification of the leyel of 
difficulty at which the subjects began to be 
uncertain and to substitute haphazard activity 
for the integrated and oriented activity they 
previously showed ; (2) changes in the move- 
ments o2 the body, facial movements, and 
the movements of the arms and legs; and 
(3) charges in the psychophysiological reac- 
tions—brain wave activity, pulse, blood pres- 


sure, respiration, hand tremors, and skin re- 


sistance. 

An evaluation of the 3 measures of frus- 
tration showed clearly that the psycho- 
physiological reactions portrayed accurately 
and quantitatively defined the level and the 
intensity of the frustration. They also corre- 
lated with introspective reports of the time in 
the course of the experiment at which frus- 
tration began. The subjects frequently did 
not feel frustrated even though their move- 
ments became less orderly and their activity 
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less well integrated. When the physiological 
changes became significant, they universally 
reported evidence of frustration, such as 
irritability, feeling of shame, disappointment 


and aggressive attitudes against the ex- 


aminer, The arm movements of the children 
were much more active at the point of frus- 
tration than those of the adults, but the 
tremors cf the hands and fingers were much 
more intense and occurred. earlier in the 
adults. Facial movements, especially of the 
mouth, occurred more quickly in the children 
than in the adults. 

The physiological reactions were mea- 
sured during a five-minute rest périod, the 
period of learning the maze and of becoming 
accustomed to the recall of digits, during 


the period of failure, and during a final 


period of rest. The basal physiological reac- 
tions were calibrated on the basis of the 
measurements during the initial period of 
rest and were then compared with the reac- 
tions during the other periods. The rapidity 
with which changes took place and the ex- 
tent of the changes were considered the 
criteria o2 frustration. The results of the 
evaluation of the physiological reactions 


‘showed the following: 


1. The threshold level of frustration 
was highest in the psychotic, next highest in 
the normal, and lowest in the neurotic sub- 
jects. These relative levels were found both 
in the adults and in the children. 

2. During the rest period the degree of 
emotional tension as measured by hand 
tremors, by the skin resistance and respira- 
tion, and by the number of movements of the 
facial muscles was highest in the neurotic 
individuals and lowest in the psychotic 
subjects. 

3. The hand tremors, bodily movements 
and physiclogical changes of the neurotic in- 
dividuals were on the average greater during 
their rest periods than during the initial 
period of frustration of over 50 per cent of 
the.normal subjects. 

4. Approximately 60 percent of the psy- 
chotic individuals showed less intense 
changes at the point of failure than the 
neurotic individual showed during the rest 
periods. All of the psychotic individuals re- 
quired a much greater period of failure be- 
fore any chaüges could be observed either 
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in the movements or in the physiological re- 
actions. Three of the schizophrenic children 
and 2 of the schizophrenic adults refused 
to go on following a failure, but they showed 
insignificant physiological changes at these 
times. ` 

5. The variability of the physiological 
reactions correlated with the clinical in- 
terpretation of the severity of the schizo- 
phrenic condition. Those who were corsid- 
- ered the most serious schizophrenics in 
terms of the degree of dissociation and the 
prognosis showed the least variability and 
the highest threshold level of frustration. 


MANDEL SHERMAN 


245 


neurotic and psychotic individuals, and, indi- 
cate the level at which frustration results in 
physiological change. 


SUMMARY 


` The experiment to determine the threshold 
of frustration was conducted with normal, 
neurotic and psychotic subjects. It was dif- 
ficult to present a problem which was equally 
motivating, and which would always result 
in frustration at the point of failure. Pre- 
liminary experimentation showed that a 
learning situation in which each subject was 
psychologically prepared to consider suc- 


TABLE I* 


COMPARISON OF NORMAL, PSYCHOTIC, AND NEUROTIC SUBJECTS 


Measure 
1. EEG: Dominant alpha wave frequency.... 
2. EEG: Percent change of intensity five sec- 
onds before to five seconds after stimula- 
tion. Average of total responses.......... 
3. EEG: Percent change of intensity from five 
seconds before stimulation to period of re- 
sponse. Average of total responses....... 
4. EEG: Standard deviation of dominant alpha 
wave frequency from second to second.... 
5. Log conductance change of galvanic skin re- 
sistance from beginning to end of experi- 
mental period 
6. Respiration: Number of respiratory move- 
ments per minute. ..lcceee cere e wn 
7. Respiration: Standard deviation of number 
of respiratory movements from minute to 
minute 


o9 $ UO OR T 9 &oà Bo TY EOS A Xo? Pd OR o » € 9  & 5$ * 9 9 ^? & & 


Normal Psychotic Neurotic 
Per- Per- Per- 
Mean  centile Mean centile Mean  centile 
9.6 50 10.3 18 8.9 83 
+ 2.6 50 + 6.3 30 | — 16.6 90 
15.0 50- 15.6 50 34.4 77 
.63 50 53 32 II4 98 

— 37 50 — 23 42 %— 157 92 
23.2 50 21. 20 26.3 85 
85 50 66 9 1.27 88 


* Adapted in part from Mandel Sherman and Hudson Jost, Quantification of psychophysiclogical measures, 


Psychosomatic Medicine, Vol. VII, No. 4, July, 1:945. 


There were some exceptions to this general 
trend. In two cases the threshold was as low 
as in the average normal, but in no case was 
it as low as in the average neurotic subject. 

Table I shows the comparison of normal, 
psychotic and neurotic subjects on some of 
the physiological reactions. 

The various measurements were trans- 
muted into standard scores in order that a 
more adequate comparison could be made 
between the reactions of the various sub- 
jects than could be made by the use of the 
raw scores of the measurements. The dif- 
ferences be-ween the different types of .sub- 
jects can be clearly seen in item 4, for ex- 
ample. The differences are fairly reliable 
indices of the relative stability of the normal, 


cess imperative was the best method of cre- 
ating frustration. 

It was much easier to create frustration 
in the children than in the adults, and the 
reactions of the children were much more 
consistent. The difficulty of frustrating 
adults was probably due to two factors, the 
rationalization of their failures and the in- 
ability to motivate them in the task pre- 
sented. Most of the children were easily 
motivated in, a learning situation, obviously 
because they were accustomed to respond to 
learning situations in school. The adults, 
however, evaded the frustration crises be- 
cause they tended to create many reasons 
why they could not complete the tasks suc- 
cessfully. 
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The threshold of frustration was mea- 
sured in terms of the rapidity with which 
frustration could be induced and the diffi- 
culty of the task which produced it. The cri- 
teria of Zrustration were: 


1. Disruption of the integrated and 


planned activity. 

2. Haphazard activity involving the hands, 
arms and body. | 

3. Significant changes of the physiological 
reactions, such as the rhythm and amplitude 
of the brain waves, skin resistance, respira- 
tion, blcod pressure and pulse. 

The most consistent physiological reac- 
tions which correlated with frustration were 
skin resistance as measured by the photo- 
polygraph, and respiration. Changes in the 
brain waves were not as significant as the 
other measures, although there was a marked 
and consistent difference between the schizo- 
phrenic and the normal. The electroenceph- 
alographiz tracings in the schizophrenic indi- 
viduals were unusually stable, with few 
changes in rhythm or amplitude as con- 
trasted with the many variations in the 
normal ead neurotic individuals. - 
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The threshold of frustration was signifi- 
cantly higher in all of the schizophrenic sub- 
jects than in the neurotic or the normal. 


- The neurotic threshold was quite variable, 


and was lower than in the normal. Whether 


'the threshold of frustration of the neurotic 


individual correlates with the severity of the 
neurosis could not be adequately ascertained 
because there was no way of clinically 
quantifying a neurotic condition. 

No claim can be made regarding the diag- 
nostic value of the threshold of frustration. 
It is not too presumptuous, however, to claim 
that it can be a valuable adjunct to a clinical 
diagnosis. It may be especially valuable be- 
cause the threshold can be determined objec- 
tively and quantitatively, although one must 
be aware of the inevitable difficulties in- 
volved in determining frustration in an arti- 
ficial laboratory situation. The method may 
be especially valuable in those cases where 
the clinical data are not sufficiently adequate 
and where differentiation between indi- 
viduals is necessary. 
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It is 16 months since we delivered the first 
public acccunt of the clinical investigation of 
tridione, then a “new experimental drug” 
* (1). Since that time, this particularly use- 
ful therapeutic agent, first pharmacologically 
investigated by Richards and Everett(2), 
has been the subject of widespread applica- 
tion and study(3-10). A more complete 


of various neurologic disorders treated with 
tridione by us. Patients were observed for 
periods varying from 5 weeks to 2 years; 
those who failed to return for regular visits 
were excluded from our tabulations. Studies 
were done in the Children’s Neurology 
Clinic of Cook County Hospital, Chicago, 
Illinois, the Cerebral Palsy Center of St. 


TABLE 1 


THERAPEUTIC ErricAcy oF TRIDIONE ACCORDING TO DIAGNOSIS 


: No. of 
Diagtrosis cases 
Epilepsy Sossctedces mad doni etae s 75 
Oren tcc deh eae Apres |. 29 
Grand mal wakes here VON Od 
Pett mal 5 er rA Sep 
Idiopathie si ucaeccsdiess ‘alates 46 
Grond mal 2&5 cb ace Xs esa 
Peut mal presser eris 
Psychomotor 2 5 o s niue 
Tells cse c RD eR REDE 5 
Cerebral Bass socia Ves See t x 36 
Spasties serorari TCC TET 12 
ATHeftoldS coe ker eee cud bibe vis 2I 
OMENS Lose ber Rea PER EP 3 
Chorea, x vestes E OE VA Tbe 5 
Parkmsontsim vo cccccccccvccccuvceres 4 
Congenital ivemors oo. c cece eee vere I 
Behavior. disturbances ........... se. IO 
VOR Sion ee tise wow eds 136 


account of our own previous observations on 
75 cases will appear in an early issue of the 
Journal of Pediatrics(11). 

In this paper we shall present an up-to- 
date summarization of our observations, 
with special emphasis on usage of the drug 
in children, including a group afflicted with 
cerebral palsy. The report reviews 136 cases 


-1 Read at the 102d annual meeting of The Ameri- 


can Fsychiatric Association, Section on Convulsive 
Disorders, Chicago, Illinois, May 27-30, 1946. 

Frcm the Children's Neurology Clinic of Cook 
County Hospital, Chicago, and St. John's Home 
and Hospital for Crippled Children, Springfield, 
Illinois. í É 


Benefit 
Marked Slight None 

4 5 20 
17 2 3 12 
I2 2 2 8 

34 5 7 
IO 5 I 4 
30 23 3 
6 5 I O 

2 I 2 

2 I 9 

12 4 5 

0 o 3 

0 I 4 

0 O 4 

I 
6 2 2 


John’s Home and Hospital for Crippled 
Children, Springfield, Illinois, and in pri- 
vate practice in Chicago. 

Of the 136 cases observed, 65, or roughly 
half, were. between the ages of § and Io. 
There were 20 under 5 yeers of age and 24 
between 10 and 15 years. In the group 15 to 
20 there were 12, and in those over 20, I5. 
The youngest patient was 1 year of age, an 
epileptic; the oldest, 68 years, a victim of 
tetanus. 

Seventy-five, more than half the cases ob- 
served, were epileptics (Table 1*. Of these, 
29 were due to organic brain disease, i7 
manifesting grand mal seizures end 12, petit 
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mal. The remaining 46 were of the idio- 
pathic variety: ro exhibited grand mal at- 
tacks, 30, petit mal, and 6, iE 
seizures. 

"The rest of the group includes 5 cases of 
tetanus, 3 adults and 2 children; 36 cere- 
bral palsies, including 12 spastics, 21 athe- 
toids, and 3 with dystonia musculorum; 5 
cases of chorea; 4 of parkinsonism; I of 
congenital tremors; and ro behavior distur- 
bances. 

Tridione was administered in capsules or 
an elixir, in doses varying from 24 grains 
twice a day to IO grains 5 times a day. 
Usually, 5 grains 3 times a day was found 
to be optimal in children over 6 years of 
age. The dose was reduced with the ap- 
pearance of drowsiness or other toxic mani- 
festations and, if no therapeutic benefit 
could be cbserved with levels below the 
point of drowsiness, the drug was reported 
as ineffective for that particular case. ` 

A special word might be said about the 
technique of administration of the drug in 
tetanus patients. Here the drug was de- 


livered by continuous intravenous drip in a ` 


saline soluton of such concentration as to 
provide o.5 to 1 gm. of tridione per hour. 
The solution was made from 20 c.c. ampules 
containing ro gm. of tridione in 60% alco- 
hol. Intermittent intramuscular or intra- 
venous administration produced sedation 
that was too transient and hence was stopped. 


RESULTS 


In judgirg.the effect of tridione in our 
cases, we attempted to correlate the reports 
of patients, and their nurses or attendants, 
with our own Observations, and we rated 
benefit as "marked" when improvement 
seemed dramatic and unquestionably related 
to use of the drug; "slight," when improve- 
ment was objectively evident, but not dra- 
matic ; and "none," when symptoms remained 
as before or grew worse. Results are fur- 
ther segregated according to diagnostic cate- 
gory (see Table 1). 

Of 30 cases of idiopathic petit mal, 23 
showed "marked" benefit, four, “slight, i 
and three, “none.” Half of ro cases of grand 
ma] were markedly benefited, 1 slightly, and 
- 4, not at all. Five cases of. psychomotor sei- 
zures were markedly improved, the sixth, 
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slightly. (Tais particular benefit corrobo- 
rates that described recently by DeJong(6).) 

In the organic convulsive disorders only 
2 of12 petit mal cases were benefited mark- 
edly, 2, slightly, and 8 not at all. Likewise. 
in the orgaric grand mal cases, 2 of 17 
showed marked improvement, 3, slight, and 
12, none. | 

Observations were made on 36 cases of 
cerebral palsv. Twelve were of the spastic 
variety, and of them only 2 showed marked 
benefit, I, slight, and 9, none. There were 
21 athetoid palsies and 12 of these were 
markedly berefited, 4 slightly, and 5 not at 
all. There was no apparent benefit in 3 cases 
of dystonia musculorum. 

Six of IO cases of behavior disturbances 
showed marked improvement, 2 slight, and 2 
none. Improvement was most evident in 
those whose symptoms followed clear-cut 
organic brain disease. Two of 5 cases of 
tetanus ? were markedly benefited, 1 slightly, 
and 2 who were chronically addicted to al- 
cohol, not at all. In a single case of con- 
genital tremors benefit seemed marked, but 
none of 4 cases of parkinsonism were helped, 
and only I ož 5 cases of chorea showed as 
much as slight improvement on the drug. 


DISCUSSION 


It should be readily apparent that evalua- 
tion of the therapeutic efficacy of any drug 
for the conditions studied is fraught with 
difficulty for they are subject to spontaneous 
remissions and exacerbations, which might 
be incorrectly attributed to the drug. It is 
necessary, therefore, that patients be ob- 
served for long periods and that conclusions 
reflect personal clinical evaluation, as well 
as the resolution oí statistical data. 

From the results obtained in epilepsy due 
to organic brain disease it would appear that 
tridione was of some benefit in controlling 
either grand or petit mal attacks, particularly 
in the posttraumatic conditions. No drug 
is as effective for the organic-caused sei- 
zures as it is for the idiopathic variety; 
moreover, tridione seemed less dependable 
than dilantin and/or phenobarbital in con- 
trolling grand mal attacks. (We recognize 
that in some cases tridione appears actually 


2 From the Caildren's Neurology Service, Cook 
County Hospital. 


1947 | 


to increase the severity of grand mal sei- 
zures, and, yet, paradoxically, it remains 
an adjuvant to the control of others.) 

To appreciate the remarkable benefits ob- 
tained from the use of tridione in idiopathic 
petit mal, it should be emphasized that none 

“of these patients had responded to any pre- 
vious medication, which included pheno- 
barbital, dilantin, mebaral, bromides, am- 
monium chlcride, and beta-glutamic acid. 
Furthermore, in 4 cases in whom dilantin or 
phenobarbital controlled the grand mal sei- 
zures but precipitated petit mal spells, the 
latter were controlled, in 3, by the addition 
of tridione to previous medication. Note 
too that half the cases of idiopathic grand 
mal epilepsy were “markedly” benefited 
when tridione was used as an adjuvant. 
This is hardly sufficient to recommend it as 
a primary anticonvulsant but again encour- 
ages its use as an adjuvant or synergist (par- 
ticularly, we have found, with phenobar- 
bital). This opinion was corroborated 
recently by Buchanan(7). 

A word should be said about combined 
petit and grand mal attacks. It is our im- 
pression that tridione, either alone or with 
phenobarbital, proved superior to its combi- 
nation with dilantin. Further, dilantin and 
tridione appeared at times to be antagonistic, 
particularly in the control of petit mal 
attacks. 

We cbserved that tridione, unlike pheno- 
barbital and dilantin, could be abruptly ter- 
minated without danger of precipitating 
“status epilepticus.” Such recurrences as 
did. follow termination appeared no. more 
severe than symptoms prevalent prior to 
medication. Further, after control of the 
attacks, termination of medication often re- 
sulted in no recurrence. | 

It is particularly difficult to evaluate the 
beneficial results obtained in behavior dis- 


turbances, even though they were not sus- . 


tained beyond a few months. Certainly 
nothing similar was ever seen in the use of 
barbiturates or bromides. It may be that 
tridione affords a particularly selective, seda- 
tory effect on the brain areas involved in 
("organic") behavior disturbances. . 

To appreciate the observations made in 
cerebral palsy a brief descriptive digression 
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is indicated. Cerebral palsy is classified 
(as suggested by Phelps(12) ) into “spastics,” 
those with pyramidal tract lesions, and 
“athetoids,” “rigidities,”  "ataxics," and 
"dystonias," those with basal nuclear or ex- 
trapyramidal lesions. In the former, upper 
motor neuron signs are present, ¢.g., in- 
creased deep reflexes, ankle clonus, Babinski, 
and absent superficial] reflexes. Moreover, 
there is seen the "stretch" refiex, 2.2., reflex 
contraction of a muscle on stretching. The 
athetoids have normal deep and superficial 
reflexes. They are characterized by continu- 
ous, involuntary motions and grimacings. 
Tension in the spastics is involuntary and due 
to stretch reflexes initiated by attempt at vol- 
untary motion. Tension of the athetoid is, 
voluntary, the result of conscious attempt to 
control involuntary athetoid motion. In the 
dystonia musculorum and rigidities, tension 
or spasm is due to basal nuclear involvement 
but differs from that of the athetoid. 

The relief of rigidity, spasticity, and ten- 
sion is often paramount as a preliminary to 
the training and education of these children. 
Heat, sedation, music, voluntary relaxation, 


‘and the common sedatives have been em- 


ployed for this purpose, all with equivocal 
results. Though curare releases tension, its 
effect is transient and it may prove toxic 
with prolonged usage(13). Voluntary re- 
laxation is thé ultimate goal of training, but 
artificial means are employed to assist in 
training. 

The results obtained by the use of tridione 
in cerebral palsies, detailed earlier, indicate 
that it is effective in relieving the voluntary 
tension of athetoids, but of little value for. 
release of the involuntary spasm of spastics 
or dystonics. | 

The two failures in tetanus were in alco- 
holic adults, and it was felt that the alco- > 
holism may have engendered resistance to 
tridione as it often does to the bar>iturates. 
From the fact that alcohol relaxes athetoids 
to the same degree as does tridione, one 
might suspect that the 2 drugs had a similar 
action, and that.tolerance to 1 drug might be 
associated with tolerance to the other. 

_ A word should be said about electroen- 
cephalographic observations, “before and 
after” examples of which are included in 
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Fig. 1A, 1B, 2A, 2B, 3A, and 3B. It readily 
is evident that improvement in clinical mani- 
festations is corroborated by "improvement" 
in the EEG pattern. Thus, tridione in con- 
trast to phenobarbital and dilantin mirrors 
its clinical benefit in the EEG. 


, BEFORE TRIDIONE 


ON TRIDIONE 28 DAYS 
LT. 


Lynn P Ie hyn ASÍ Vv Ve PAP Pe p 
R.T. ' 

Po ma Aa eV Vd f 
LP 

Pee Prose S DATO n N Annan en 


When- the patients are dichotomized int 
those with pyramidal tract and those. wit 
extrapyramidal tract lesions (Table 2), it : 
evident that only 4 of 29 patients with pyr 
midal system lesions could be called "marl 
edly” benefited, while 47 of 68 patien! 


] 50% 
I4 DAYS 
LT. 
R.T. 
L.P - 


Fic. 1, A—(Case 1.) Before tridione: This patient had 2 to 3 grand mal seizures per year and : 
petit mal per week. The electroencephalogram shows a marked asymmetry between the hemisphere 
with a focus of fast activity in the left parietal area and an atypical wave-and-spike focus in the le 
occipital region. l 


? 


Fic. 1, B.— (Case r.) On tridione for 28 days: No grand mal and only 1 or 2 petit mal seizur 
occurred in this period. The electroencephalogram is greatly improved. There are no seizure discharge 
The asymraetry is still present but the side of lowest amplitude is on left instead of right and all activit 
is moderately slow. ' 

On tridione for 114 days: No grand mal and only 1 or 2 petit mal attacks per month in th 
period. The electroencephalogram shows no seizure discharges; the background activity is moderate: 
slow and asymmetry is still present. 


A correlation of the observations made in- 
dicates that tridione is more effective in idio- 
pathic epilepsy than in the organic variety, 


with extrepyramidal involvement showe 
“marked” improvement on the drug. 
‘Everett and Richards suggested in the 


more in ethetoid cerebral palsies than in the 
spastic (t.e pyramidal tract lesion) varieties. 


3 Electroencephalograms were interpreted by Dr. 
Frederick A. and Erna Gibbs. 


early reports(2) that the anticonvulsant ei 
fect of the tridione on metrazol convulsior 
might involve subcortical action, e.g., th 
basal nuclei, midbrain, or the connecting sy: 
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tem between the cortex and lower centers. It 
follows that, since the drug’s principal value 
is in petit mal, this disorder might arise be- 
low the cortex, perhaps in the midbrain as 
suggested by Penfield’ and Erickson(14). 
(The changes in EEG pattern in petit mal 
must then be attributed to cortical altera- 
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tient with congenital tremors were "mark- 
edly" benefited. S 


TOXICITY 


Relatively few side-effects from the use 
of tridione were noted in our cases, some- 
patients receiving as much as 50 grains a 
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Fic. 2, A.—(Case 2.) Before tridione: Patient has had only 2 grand mal attacks in her entire 
life, but 100 or more petit mal per day. The electroencephalogram shows frequent. 3-per-second wave- 
and-spike discharges of the petit mal type. The background activity is slightly fast. 


_ Fie. 2, B.—(Case 2.) On tridione for 11 days and 37 days: No grand mal, no petit mal. The 
eléctroencephzlogram shows no spontaneous seizure discharges, and none could be elicited with hyper- 
ventilation. The background activity is still moderately fast. f 


tions secondary to primary subcortical dis- 


turbanzes.) Thus, having limited tentatively | 


the effect of tridione to the subcortical 
centers, we can suggest further, on the basis 
of the observation herein reported, that this 
benefit is even further selective, for of g pa- 
tients with chorea and parkinsonism, only 1 
was as tnuch as “slightly” benefited and 3 
actually appeared to have become worse on 
_ the drug. Yet, 12 of 21 athetoids and 1 pa- 


day without untoward reaction. (A tetanus 
patient was given 24 grams a day without 
toxic effect.) A 12-year-old boy with petit 


‘mal, not controlled by the drug, developed a 


transient amblyopia, but, even with the in- 
clusion of minimal complaints, the incidence 
of toxic reactions in our series was less than 


. 10% for the entire group. That this low in- 


cidence is largely a reflection o: the pre- 
ponderance of children in our series is in- 
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dicated by the 40% incidence of side-effects 
in a subselection of adults. Most of these 
were mild, comprising visual disturbances 
(photophobia, blurring, changes in color, 
form, and perception) or dizziness. Rashes 
' were observed in 3 instances and were both 
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to have no effect on the respiratory cente: 
the blood-pressure, or the digestive systetr 
CONCLUSIONS 


I. A progress report of clinical observa 
tions in the therapeutic use of tridione o! 
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Fie. 3, A—(Case 3.) Before tridicne: The patient had 1 attack of grand mal every 3 weeks, nor 
of clinical petit mal, but approximately 3 epileptic equivalents (psychomotor seizures) per month. Electre 
encephalogram shows seizure discharges of the psychomotor and also of the petit mal type. The bacl 
ground activity is exceedingly slow. 


Fic. 3, B.—( Case 3.) On tridione for 47 days: In this period no attacks of grand mal occurred an 
no epileptic equivalents (psychomotor seizures). The electroencephalogram is greatly improved. N 


seizure discharges are present, but moderately abnormal fast activity is present in all leads. 


of morbilliform and fixed eruption types. 
In several instances we observed leucopenias 
with WBC’s as low as 3,000. All toxic mani- 
festations observed in our cases disappeared 
rapidly on discontinuance of the drug. We 
observed no hemolytic or aplastic anemias, 
or granulocytonpenias.* Tridione appeared 


* Since presentation of the paper there appeared 
reports (J.A.M.A. r32: 11, 13, and 44, 1946) of a 
fatal aplastic anemia (Harrison et al), a fatal 
aplastic anemia and agranulocytosis (McKay, R. P., 


136 cases of varied neurological manifesto 
tions, over a period of 2 years, is presentec 

2. As previously reported, most spec 
tacular benefits were obtained in cases o 
petit mal, where clinical improvement wa 
immediate, associated with improvement i 


and Gottstein, W. K.), and an agranulocytosis wit 
recovery (Greaves, R. J.), following the use c 
tridione. The patients were females, age 16, 23, an 
25, respectively. 
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TABLE 2 
THERAPEUTIC EFFICACY oF TRIDIONE AccorDING TO SITE or PATHOLOGY 
| Benefit 
No. of 
Diagnosis cages Marked Slight None 
Pyramidal system lesions : 
Organic brain disease with convulsions......... 17 2 a 12 
Spastic cerebral palsy............c0eccssceceee I2 2 I 9 
JOE etc Sane ductus no E EODEM 29 4 4 21 
Extratyramidal system lesions 
Effective 
Idiopathic epilepsy, grand and petit mal.... 46 34 5 v 
Athetoid cerebral palsy................... 21 12 4 5 
Congenital tremors ............ eee eee I I ; 
Supl. ados Circo Ra eu E URRSSLS 68 47 9 I2 
Noneffective : f : 
NOTED. syado ou ud sev epi wenaevc d 5 0 i 4 
Parkinsouismn: ioc vondukarsades REGE CEA 4 o Q 4 
BULROGCEQOI T TIT TT 3 0 0 3 
Subtotal uxsodecpsRibi Du eI esu 12 0 I II 
= minis M l — 
Grand total. 2525s Tuae baia 80 47 IO 23 


the EEG pattern, and sustained often after 
cessation cf the drug. 

3. Tridione appears to be useful as an 
adjuvant drug in the treatment of grand 
mal seizures, though it does seem to aggra- 
vate some cases. 

4. Both grand and petit mal of the idio- 
pathic type were more responsive than those 
due to organic lesions. 

5. Anticonvulsant action is indicated by 
its beneficial effects in cases of tetanus. 

6. Tridione is of value in cerebral palsy, 
especially for reducing tension of the athetoid 
type. 

7. Some forms of behavior disturbances 
are sedated by tridione. 

8. Site of action for tridione appears to be 
the midbrain and (with some selectivity) 
the basal nuclei, an inference drawn from 
its failure to help patients with pyramidal 
lesions, while markedly benefiting extra- 
pyramidal lesions, with the exception of 
chorea, parkinsonism, and dystonia. 

9. Toxic side-effects in the use of tridione, 
in our experience, were rare in children, 


were generally innocuous, and seemed read- 
ily reversible with cessation of the drug. 
More severe reactions were seen in adults. 
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BRIEF PSYCHOTHERAPY WITH ENURETICS IN THE ARMY - 


CAPT. GEORGE KRIEGMAN, M.C., ann IST LT. HARLAN B. WRIGHT, M. A. C. 
Consultation Service, O.M.T.C., Camp Lee, Va. 


In recent studies of adult enuresis most 
writers regard it as a form or a symptom of 
neurosis. Gerard(4), Levine(7), Lawrence 
(6), Wadsworth(10), Goldman and Berg- 


man(5) emphasize that most enuretics are 


passive, retiring, self-depreciatory, sensitive, 
immature, and insecure. Backus, McGill, and 
Mansell(1), in a study of 277 cases in the 
British Army, found the largest groups 
(4896) to be timid, immature, and dependent. 
They classified the next largest group (27%) 
as of average personality but found them 
indifferent toward their problem, despite 
verbal prctests, and showing a lack of firm- 
ness in previous handling. The rest (about 
2096) showed varying degrees of aggres- 
sive feelings. Restriction of fluids, waking 
régime, physical conditioning, punishments 
(e. g., the passing of sounds), and various 
drugs have been used in the treatment of 
enuretics. Psychotherapeutic techniques have 
consisted of simple reassurance, suggestion, 
hypnosis, "depth directive reductive" meth- 
ods, and reeducation, Most writers empha- 
size that the prognosis is poor, especially in 
lifelong czses, and feel that treatment of the 
enuresis zione will, in general, be unsuccess- 
ful. This study presents the results of the 
use of brief psychotherapeutic measures ex- 
clusively with 25 enuretics in military service. 


CLINICAL MATERIAL 


The presert study consists of a series of 
25 cases seen during a 4 months’ period in 
the Consultation Service (mental hygiene 
unit) of the Quartermaster Training Center, 
Camp Lee, Virginia. During this period 
"therapy was attempted with all enuretics re- 
ferred except where severe mental deficiency 
or psychopathic personality trends made 
this impossible. In all cases a physical ex- 
amination and clearance was given by the 
G. U. clinic of the Camp Lee Regional 
Hospital prior to the referral. After the 
initial psychiatric work-up therapeutic inter- 
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views were generally scheduled once every 
week until the enuresis ceased or it was felt 
therapy was unsuccessful. There were 22 
white and 3 Negro soldiers. The mean age 
was 19.6. The Army General Classification 
Test scores, which approximate intelligence, 
ranged from 51 to 126 with a mean of 91.3. 
One hundred is the average score for the 
total military population. The average 
school grade completed was 8.7, ranging 
from’ fourth grade to second year college. A 
qualitative evaluation of the school adjust- 
ment of these men rated 14 poor, 8 average, 
and 3 good. 

Six of the 25 were married. The greater 
majority performed semi-skilled or unskilled 
work prior to entering the service. Twenty- 
three, when first seen, had been in the Army 
less than 5 months (mean, 1.7) ; two had 
seen service for over 3 years. Twenty-one 
were in basic training when first interviewed. 
Approximately half the group came from 
rural areas. 

In 22 cases the family history indicated 
emotional disturbances, and 3 were from 
"broken homes." Four fathers were alco- 
holic, 4 were enuretic, and in the other cases 
the mother or father was described as being 
"nervous." Most patients came from large 
families with the mean number of siblings 
4.2. Fourteen had enuretic brothers and sis- 
ters. The average group frequency of bed- 
wetting was 4.6 times per week. Nineteen 
gave a history of continuous, life-long enu- 


- resis, and 6 showed a history of intermittent 


bed-wetting. THe average number of treat- 
ment interviews was 5.4. There were 16 
cases in which the treatment was considered 
successful, 4. e., the enuresis ceased; 4 cases 
showed improvement ; and 5 cases were ther- 
apeutic failures. A follow-up study which 
was done in 19 of the 25 cases revealed that 
only one case showed a recurrence of noc- 
turnal enuresis 15 days to 5 months after 
treatment. 
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TABLE 1 
CHARACTERISTICS OF 25 ENURETIC SOLDIERS 
Mean No. 
PGC: chase Sacecssceaet baden 19.6 
School grade completed. ........ 87 
AGC EEE N E E AES 91.3 
Months of military service...... TI 


- Frequency of enuresis, per week.. 4.6 
Type of enuresis: 


Continuos sisses sed te ces IO 
Internmutbent L1 oversee Ceo 6 
Trea:ment hours ............... 5.4 
Interval between treatment and 
follow-up (months) ........ 2.1 * 
Results: 
Stuscesstul ..chi.dv/catwdsewuwedy ae 16 
[improved >... caves xoi de eee 4 
Balle sacs coed su ace eee 5 
* 19 cases, 


THERAPY 


The main therapeutic consideration is that 
enuresis is an immature behavior pattern. 
The existerce of this pattern is evidence that 
the patient has not experienced sufficient 
warm acceptance, firm support, and permis- 
siveness in his relationship to significant 
adults. Lack of specific bladder training is a 
contributing factor. As a result he is de- 
pendent, infantile, and immature. Treat- 
ment, therefore, was planned and directed 
toward helsing the patient obtain indepen- 
dence and maturity. Instead of concentrat- 
ing on the acquisition of awareness and un- 
derstanding of past and present behavior, 
the therapist created a situation in which the 
patient’s emotional needs were satisfied. As 
a result the patient was stimulated to dis- 
card unsatisfactory behavior patterns, 7. e., 
his enuresis, and given the opportunity to 
function in an adequate adult manner. All 
artificial methods of conditioning such as 
restriction of fluids, waking the patient, etc., 
were discarded. Emotional and psychological 
conditioning was instead supplied. No at- 
tempt was nade, at first, to have the patient 
become fully aware of his interpersonal rela- 
tionships; instead, a situation was arranged 
by which he could work them out. The un- 
covering type of analytical technique was 
used only if the above approach proved 
unsuccessful and if it was felt that the pa- 
tient was capable of comprehending his inter- 
personal relationships. 
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With the above theoretical considerations 
as a guide, the therapeutic plan was con- 
ceived in a definite and uni:orm manner so 
that almost identical explanations, interpreta- 
tions, and emotional approach were used in 
all cases. In the first interview it was ex- 
plained to the patient that no organic urolog- 
ical disorder existed. The patient's problem 
was discussed in terms of (1) inadequate 
toilet training in infancy; (2) some emo- 
tional involvement; and (3) an accepted ha- 
bitual reaction. Attention was focused on 
the patient’s experiences in living, and it 
was emphasized that the origin cf his enu- 
resis lay in these frustrating, unfortunate 
experiences. At the same time it was clari- 
fied that now he had the opportunity td 
understand and to modify his behavior, and 
that whether he continued to be enuretic or 
not was up to him. The therapist would help 
him. It was not a question of wil-power or 
simple determination to stop, but an under- 
standing of his attitudes toward bed-wetting. 
He was helped to realize that fundamentally 
it was childish, infantile, and an indication 
of immaturity. A general discussion was 
introduced regarding the "growing up" proc- 
ess and the natural problems and conflicts of 
adolescence. The patient was encouraged to 
realize that part of his problem had been the 
attitudes of his parents, perhaps in not deal- 
ing with him firmly, perhaps in not per- 
mitting him to grow up, etc. His army ser- 
vice was described as a real opportunity fcr 
him to become more mature because here 
he was treated as an adult. The decreasing 
incidence of enuresis as age increases was 
described and was used to point out thet 
the patient would “outgrow” it eventually. 
Therefore, it was emphasized, if the patient 
made the most of his new experiences in the 
Army and honestly faced his problem, he 
would “outgrow” his bed-wetting now in- 
stead of later. 

In succeeding interviews an accurate re- 
port of the frequency was obtained to check 
the patient’s progress. The fact that he 
alone, and not his kidneys, was responsible 
for the progress of his condition was con- 
tinuously impressed upon. the patient. Until 
the enuresis began to decrease he was told 
he was failing to accept that responsibility, 
and it was emphasized that this itself was a 
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sign of immaturity. He was encouraged 
really to “take a stand” against allowing him- 
self to continue an infantile habit, on the 
grounds that, when he did, this attitude 
would “protect him all through the night.” 
After two or three weekly interviews the 
therapist began to take a firmer attitude and 
would even “scold” the patient. The ther- 
apist steadily increased his displeasure still 
emphasizing the patient’s acceptability and 
capability until the enuresis stopped. When 
decrease in frequency began, it was met 
with praise and encouragement. The patient 
at all times was urged to develop a more 
independent way of living and was given 
specific advice or suggestions in handling 
various problems of army adjustment. No 
attempt was made to make the patient more 
comfortable; in fact, the teasing he received 
from men in the barracks and the pressure 
put on him by his commanding officer were 
not interfered with. The patient was urged 
to face the reality of these reactions as fur- 
ther reasons why he should cease wetting 
the bed. 

Initially, there was some question about 
discharge. Most of these men were draftees, 
and in mary ways they would have liked to 
be out of the Army. Emphasis was placed 
upon treatment rather than discharge. In 
fact, the patient was advised that the cure 
would take place more quickly and more 
easily in the Army than at home where the 
old influences and attitudes which had 
created his problem existed. Essentially, the 
therapist cffered a new experience as a 
person with a scientific, friendly, under- 
standing attitude. The patient was fully ac- 
cepted as a person, yet the specific act of 
bed-wetting was not accepted. It was given 
a logical explanation, considered as curable, 
and then increasingly held up for criticism. 


CASE ILLUSTRATIONS 


Case I.—This 18-year-old, white patient, referred 
during his second week of basic training, com- 
plained of frequent periods of weeping accompanied 
by violent body tremors and diurnal and nocturnal 
enuresis. History revealed intermittent bed-wetting 
since early childhood with increase upon enlistment 
in the Merckant Marine and in the Army. | 

His father, a Lithuanian, worked his way through 
night school and is now a prosperous business man. 
The mother is a native American; most of her life 
she has complained of being sickly. The patient has 
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2 younger sisters. He apparently identifies with the 
father but reltctantly tells of frequent quarrels with 
him. l 

After r year in high school he became involved 
in minor disciplinary difficulties and was transferred 
to a military academy which he detested because 
of the regimentation and discipline. After 24 years 
of high school, he left against his father’s wishes 
to go to work because he felt he should make some 
contribution to the war effort. He adjusted poorly 
to his work in a defense plant and was never 
satisfied. 

After the patient joined the Merchant Marine in 
December, 1944. his enuresis became pronounced. 
He attributed it to weak kidneys and said he could 
feel the urine coming but could not hold it back. 
After his tour of duty at sea, he enlisted in the 
Army to ease the strain of waiting for. induction. 


' He had dreaded Army service since he was 15, and 


he felt that he would have less time to serve if he 
entered immediately. He looked upon the war as an 
unreasonable interference with his life plans. In 
basic training he found the discipline difficult to 
accépt. He began to have both diurnal and noc- 
turnal enuresis. 

He was first seen by the clinical psychologist who 
was impressed by the patient's emotional infantilism 
and aggressive, hostile attitude. His AGCT score 
of 113 indicated that he was of above average in- 
telligence. The soldier felt that the only solution 
was separation from the Army. He had “physical 
and mental problems.” “Mentally,” he said, “I 
don’t want to be in the Army. I want to get some- 
where. It’s just being here. It seems a waste of 
time to me. I don't want to sit around and take 
orders. I never relaxed at all since this blasted 
war started .... thinking: over and over what's 
going to come of me. Sometimes I don't feel like 
living." 

To the psychiatrist he complained bitterly of his 
inability to control urination. Questioned concern- 
ing the duration and frequency of his enuresis and 
about to burst into tears, he angrily blurted out 
that he did not see why he had to be in the Army. 
He desired to be home to complete his education 
and to further his social and economic ambitions. 

His outburst was considered infantile and im- 
mature. He was told that he was in the Army, 
that many people do not like to be in the Army, 
and that others in the same position have made the 
best of it. It was pointed out that his resentment 
and hostility prevented him írom functioning ade- 
quately. Instead of making the best of the situa- 
tion, he looked upon everything as hopeless and 
useless. He was pitying himself and crying not only 
from his eyes but also from his penis. Various 
educational and technical training opportunities in 
the Army were brought to his attention. He recog- 
nized that his attitude was ruinous not only to his 
army career but also to his future life. At the end 
of the first hour he agreed to attempt to make a 
new adjustmeni. 

In the second hour, 2 days later, he complained 
that the psychiatrist had not helped him, and that 
nothing he could say would be of any assistance to 
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him. Again it was emphasized that his attitude to 
army service could result only in injury to himself. 
As the discussion continued the patient became more 
excited, finally blurting out that regardless of 
' what the psychiatrist, all the generals, and even 
the President of the United States might say, he 
would not change his mind about getting out of the 
Army. The only thing that would help him was to 
go home. At this point he was told clearly and 
firmly that, if this attitude persisted, it would lead 
only to difficulty with Army authorities and to 
disciplinary action. He suddenly recognized the 
gravity of his statements. He became markedly 
upset. He was encouraged to see how he could 


adjust to the Army and benefit from the experience.. 


He was assured he was a capable, intelligent indi- 
vidual who could do an excellent job in the Army. 

In the third hour, 1 week later, he was jovial, 
showing no anxiety or tension. He had thought 
over his discussion with the psychiatrist and said 
it was helpirg him to reorganize his attitude. He 
.was no longer wetting the bed at night, although 
he still had to go to the latrine frequently during 
the day. He was interested in how his "mind 
affected his body" and was given a simple explana- 
tion. He still found training difficult, and arrange- 
ments were made to ease his program. He was 
praised for his excellent efforts and urged to con- 
tinue them. The patient felt he would no longer 
have any difficulty. 

He was seen 5 months later; he now had the 
rank cf corporal, was assigned to a staff section, 
and was holding a responsible position. He was 
contented and emphatically stated he no longer had 
any difficulty. He was enjoying his Army experi- 
ence and thought the discussions had helped him to 
"straighten out." 


Case IL—This 18-year-old, white soldier was 
referred during his fifth week of basic training. In 
the 3 preceding weeks he had wet his bed 2 or 3 
nights each week. He gave a history of intermittent 


nocturnal enuresis until the age of 12. He attributed 


his difficulty to weak kidneys. 

Pricr to induction the patient had never been 
away from his home in Tennessee. He had a strong 
attachment to his family, especially to his mother, 
and was homesick. He expressed a fear that his 
parents were sick and needed him at home. (His 
father, a rigger of steel beams, can work only 4 
months of the year because of a heart ailmen-. The 
mother suffers from pains in her left side.) He is 


third in a family of 4 boys and 1 girl, and says. 


that kis mother considered him her “best child." 
He was afraid that his brothers, who were recently 
discharged from the Army, were not spending 
much time with his parents. 

The patient was drafted out of the eleventh grade 
of school. He had planned to be a newswriter or a 
commercial worker. His appeal for a deferment of 
induction was refused. 

At the time of referral, the patient was making 
an adequate adjustment to military training but was 
concerned as to his ability to complete the training 
satisfactorily. He got along well with the other men 
and as they did not know of his enuresis it had not 
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been a source of embarrassment. His AGCT score 
was OI, indicating he was of average intelligence. 

In the first therapeutic hour, the patient admitted 
being very homesick and worried about his parents’. 
health. It was felt that his concern over his parents 
was a distorted expression of his own emotional 
needs and an over-attachment to them, and that his 
enuresis was related to these feelings. Since army 
life was strange to him he felt incapable of making 
the adjustment away from home, although in fact 
he was keeping up with the other soldiers in train- 
ing. It was emphasized that others were having 
similar difficulties. It was pointec out that the Army 
afforded an excellent opportunity to learn to be self- 
sufficient, and he was assured that he was capable 
of getting along on his own. 

In the second hour, he had decided that his parents 
were all right, that his concern was his own desire 
to be home and that he would have to get used to 
being away from home. He was commended for his 
realistic attitude and the “growing up” process wes 
discussed. 

At the third therapeutic hour, the patient stated 
he had wet the bed only twice in the preceding 
week, He had not been thinking so much about 
home and had not felt homesick; he was enjoying 
his technical training, had many friends, and par- 
ticipated more in the camp activities. The value of 
keeping busy in work and play was‘emphasized. . 
His enuresis was again discussed in terms of "grow- 
ing up" emotionally and taking more responsibilizy 
for his actions. He said he was more on his own 
now. He was commended for his. improvement. 

In the fourth interview, he proudly stated that he 
had not been enuretic in the last week. He felt 
confident that it would not recur. He was praised 
for the direct manner in which he faced his problem. 
For the first time he expressed a desire to be as- 
signed for overseas duty, reasoning that the ex- 
perience would be helpful. 

Two weeks later he reported being enuretic only 
once in the preceding 18 days. Inquiry revealed that 
occasionally he "gets angry at the Army.” He felt 
that he was overcoming his bed-wetting because he 
was keeping busy and had a different attitude to- 
ward the Army. It was suggested that he had been 
a little overwhelmed at first and that it was "human 
nature" to revert to childish attitudes at such times. 

The patient was seen 2 months later. During this 
time he had not wet the bed and felt pleased that 
he had overcome his difficulties. He thought that 
the discussions had definitely helped him. He did 
not feel he needed further interviews and was 
looking forward to going overseas. 


These 2 case histories are typical of. the 
16 therapeutic successes. Of the 9 remaining 
cases, 4 were regarded as improved. Of 
these 4 cases, 2 were transferred to another 
army post before treatment could be com- 
pleted. A third patient who had not been 
eneuretic for 2 months after cessation of 
treatment returned home on an emergency 
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furlough because of his mother’s illness. 
During this visit his enuresis returned, and 
he was influenced by his mother to regard 
treatment a failure. He became convinced 
that separation from the Army was the only 
solution to his problem; this attitude 
blocked further treatment. The fourth pa- 


tient, in addition to being enuretic, suffered | 


from severe anxiety symptoms. Treatment, 
therefore, has been directed at the alleviation 
of his anxiety symptoms with only secondary 
attention te the enuresis. 

In the 5 cases which were therapeutic fail- 
ures, the underlying feature was the pa- 
tients’ intense emotional attachments to and 
dependence upon maternal figures. The 
wives of 2 patients accepted their husbands’ 
enuresis ; consequently the patients had little 
incentive to develop maturity and indepen- 
dence. Two others found the army routine 
intolerable because of their need for emo- 
tional support; they had no goal other than 
release from military service. The fifth pa- 
‘tient, an 18-year-old of borderline intelli- 
gence, was extremely dependent upon a se- 
ductive, youthful mother. His anxiety in- 
creased to a degree that interfered with the 
performance of his military duties, and it 
was felt best that he return to civilian life. 


CONCLUSIONS 


This study represents the results of brief 
psychotherapy in 25 enuretics seen in the 
Mental Hygiene Consultation Service, Camp 
Lee, Virginia. There were 16 cases in which 


the treatment was considered successful; 4 


cases showed improvement ; and 5 cases were 
therapeutic failures. 

The therapeutic plan was conceived in a 
definite and uniform manner so that al- 
most identical explanations and emotional ap- 
proaches were used in all cases. Enuresis 
was regarded as an immature behavior pat- 
tern, indica-ing that the patient lacked an 
emotionallv satisfactory and appropriate re- 
lationship tc significant adults. 

A therapeutic situation was created in 
which the patient's emotional needs could be 


worked out and satisfied, thus permitting him: 
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to develop maturity and independence. Asa 
result the enuresis disappeared. At first 
there was ro attempt to have the patient 
become fully eware of his interpersonal rela- 
tionships; irstead, he was allowed to work 
them out in the therapeutic setting. The 
therapist assumed the róle of the significant 
parental figure. ) 

To these immature, dependent individuals 
the army régime at first was an overwhelm- 
ing, frightening experience wherein they 
were unable to turn to their lifelong emo- 
tional supports. The parental róle of the 
therapist therefore became magnified. The 
aid given ir easing the.patient's training 
schedule or in modifying his burden in the 
Army increased his feeling of attachment. 
Although this program proved successful 
in the military setting, it is doubtful that it 
can be applied unmodified to civilian practice 
where the degree of control over the pa- 
tient’s daily life is not as great and where 
the patient can continue to maintain his 
usual sources of emotional supports. 
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CRITERIA OF THERAPY OF WAR NEUROSES? | 
J. S. KASANIN, M. D, EMANUEL WINDHOLZ, M. D. ann MISS CHARL RHODE, 


San Francisco, Cal. 


The Veterans’ Rehabilitation Clinic of 
Mount Zion Hospital, San Francisco, is a 
full time, outpatient clinic. It is non- 
sectarian and charges no fees, being a special 
project sponsored by Columbia Foundation 
of San Francisco. During the first year of 


operation (July 1, 1944 to July 1, 1945) the. 


regular professional staff consisted of an 
administrative director, a half time psychia- 
trist, and a full time psychiatric social 
worker; a volunteer staff of psychiatrists, 
psychologists and psychiatric social workers 
came in one evening a week. 

During the first year, we treated about 240 
veterans of World War II who had been 
discharged because of neuropsychiatric dis- 
abilities. Psychotherapy, usually weekly in- 
terviews, was often supplemented by group 
therapy, pentothal and by social and environ- 
mental "therapy," including coordination 
with various community resources. At the 
outset we were faced with the problem of 
how best to use our limited staff and facili- 
ties. It seemed to us better to study a few 
cases thoroughly than many cases super- 
ficially. We distinguished between psychi- 
atric treatment per se and rehabilitation. By 
this latter, we meant in general psvcho- 
therapy dealing with the displacement of 
emotional conflicts from civilian to military 
life and vice versa. The emphasis was on 
doing the best possible job in a short time. 
Our aim was not superficial counselling or 
simple supportive therapy. On the contrary, 
we had the limited objective of dealing 
with the acute problems of the veteran, 
without’ attempting to cure the underlying 
personality disorders or long standing neu- 
rotic symptoms. This was possible by study- 
ing the effects of service experience and 
discharge, the conflicts created by new situa- 
tions in the environment, such as family 
and employment, and evaluating psychody- 


1 Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 

From Veterans' Rehabilitation Clinic of Mount 
Zion Hospital, San Francisco, Cal. 


namical the veteran's reaction to these 
current situations in terms of his past ex- 
periences. | 
In the first 6 months, we received many 
veterans who had been in the service only - 
a short time, had been out for a long time, 
and who suffered from extensive and pro- 
longed neurotic difficulties. Gradually, we 
received more and more who had substantial 
periods of duty in combat zones, often in 
severe combat. For the most part, their 
problems were more acute or of more recent 
aggravation, and they came to us much 
sooner after their discharge. In the past 


several months, most of our patients have 


been veterans discharged on points, and 
whose serious problems broke out just prior 
to or after discharge. 

In an effort to learn something about the 
adjustment of our patients several months 
after the termination of treatment, we began 
a follow-up study in the fall of 1945. We 
sent out a letter and a short questionnaire to 
178 of the 240 veterans we had seen during 
the first year. The 178 selected for study 
consisted of those who were not currently in 
treatment, and with whom we had had no 
contact for several months. All of these 
veterans had been discharged prior to Febru- 
ary 1945. The letter indicated cur interest 
in knowing how the veteran was getting 
along, and whether he had any suggestions 
to make about the clinic. We offered him a 
choice of coming in, telephoning us, or re- 
turning the questionnaire. This was a one 
page form on which answers could be indi- 
cated by a check mark. Inquiry was made as 
to whether his condition was improved, the 
same, or worse, his present employment ard 
his employment record since leaving the 
clinic, whether he was satisfied with his 
work, home and recreation, whether he had 
any problems now with which he wished 
help, and whether he was getting compensa- 
tion and was satisfied with it. A stamped ar. d 
addressed envelope was enclosed for the 


reply. 
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Of the 178 letters sent out, 24 were re- 
turned unclaimed ; 49 questionnaires were re- 
turned, often with an accompanying letter or 
page of comments; 22 veterans telephoned 
or came into the clinic instead of returning 
the questionnaire; and reports were secured 
about an additional 12 veterans through 
contacts with referring agencies. Informa- 
tion was obtained concerning a total of 83 
veterans, cr approximately half of those re- 
ceiving the letters. There was personal con- 
tact with about one-third of these 83. Ac- 
cording to information received, the status 
of the veterans was as follows: 


Condition improved ............. 45 (55%) 
SUBE EdIBÉ oce duDususet EE ies! 32 (3896) 
Worse ness daos ce aA RU 6 ( 7%) 
Working—Yes ................- 49 (59%) 

E E EEE EE I7 (2090) 
In School E E E II (1490) 
No information .......ss.essers.o 6 ( 7%) 


More thar: one job since termina- 
tion of treatment.............. 38 (46%) 
(Ranging from 2 to 16 jobs) 


We asked as a separate question whether 
the veterar was running into any problems 
with whick he would like help. We asked 
this partly as a check against the statement 
of improvement or satisfaction with the gen- 
eral situation. Most of the veterans who 
described taemselves as improved supported 
this by indicating that they were working or 
were in school, were generally satished with 
their situation, and had no problems with 
which they wanted help. A few, however, 


described themselves as improved, yet the 


questionnaire as a whole gave a picture of 
general dissatisfaction and maladjustment. 
A total of 63% of the veterans indicated 
on their questionnaires that they were satis- 
fied with their work, recreation anc home 
situations. At the same time, about one-fifth 
of these ncted that they had problems with 
which they would like help. Of the 37% 
who were dissatisfied with some aspect of 
their home, recreation or work situation, 
one-half had problems with which they 
would like help, the other half did not. Some 
of these latter veterans made such statements 
as: “not enough problems to bother anyone 
with,” or “I feel I should work them out 
myself. If I can’t, I will come in to see you,” 
or “I figure I'll never get over my nerve 
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trouble so I just take some medicine when 
I really need it. Otherwise I figure I have to 
help myself as best I can.” 

Of the total of 45 veterans who regarded 
themselves as improved at the time of fol- 
low-up, 80% also had been improved at the 
time treatment was terminated. The other 
20% had shown no improvement during 
treatment but were better at the time of. 
follow-up. Possible reasons for this are 
discussed below. | 

Of the 32 veterans who regarded them- 
selves as unchanged at the time of follow-up, 
69% also were unchanged at the close of 
treatment. The other 31% had shown im- 
provement during the course of treatment 
and apparently this was not sustained. 

Of the 6 veterans who regarded them- 
selves as worse at the time of follow-up, only. 


one had responded favorably to treatment. 


In making this follow-up study, we hoped 
to learn something about the success or fail- 
ure of our clinic in helping veterans. We 
hoped then to figure out why some of them 
improved and others did not, with the idea 


of developing from this knowledge some 


criteria for treatment in the future. This 
proved very difficult. In the first place, the 
number of veterans treated in our clinic was 
too small to give much statistical validity to 
our findings. As stated, our program had 
originated and was continued with the idea 
of working with a few veterans intensively 
rather than many veterans superficially. Be- 
cause of the small number, it was hard to 
find common objective factors in our data. 
The ages of the veterans studied ranged 
from 18 to 46; their periods in the service 
from 3 months to 4 years; the interval be- 
tween their discharge and their initial con- 
tact with us from 2 days to 3 years. Roughly, 
the average age was around 27-28 years ; the 
length of service around 14-2 years; the 
interval between their discharge and their 
initial contact, about 1-14 years. More than 
one-third of these veterans had been over- 
seas, a few of them in severe combat. 
About one-half(39) were getting compen- 
sation when they came to the clinic, and about 
half(37) at the time of the follow-up, al- 
though these two groups did not neces- 
sarily include the same veterans. There were 


‘some problems concerning compensation in 
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about one-fourth of the cases(21) ; usually 
this was a feeling of resentment at not 
getting compensation, or not getting enough, 
although the occasional veteran felt ashamed 
for receiving compensation. 

Presenting complaints fell about equally 
into three general groups: (1) primarily 
emotional, such as irritability, inability to 
concentrate, self-consciousness, lack of in- 
terest or incentive, anxiety, unsatisfying 
sexual, social or vocational adjustment; (2) 
primarily physical; (3) a combination of 
emotional and physical. There were a few 
who were in rather acute states when they 
came to the clinic—pre-psychotic or psy- 
chotic, severe depression or acute anxiety; 
and a few who might be called behavior dis- 
orders without much anxiety. These in- 
cluded mainly those who came in to request 
assistance :n appealing unfavorable dis- 
charges but were not interested in treatment. 

There were several general points which 
seemed significant in a superficial survey of 
these cases. 

I. Those who were “the same” at the time 
of follow-up, on the whole had a shorter 
period. of treatment than those who im- 
provec. Tha median for the improved group 
was & interviews, for the unimproved 4 
interviews. 

2. The highest percentage of improvement 
was in the group showing psychosomatic and 
psychoneurotic symptoms; the lowest, in the 
group with primarily physical symptoms. 

3. In. some cases, a physical examina- 
tion was necessary for reassurance and as 
a start for the discussion of underlying emo- 
tional conflicts. 

4. Some kind of stability in at least one 
area of the veteran's situation—his home, his 
job, his friends—was favorable for improve- 
ment. Where there were. no satisfactions in 


his envirorment, he was less responsive to: 


therapy. For this reason, successful re- 
habilitation may necessitate psychotherapy 
which focuses in the beginning on the im- 
mediate, specific problems. 

5. Many veterans made appreciative com- 
ments in their questionnaires on the work of 
the clinic. This seemed to confirm our own 
impression of the value of special clinics 
for veterans in the transition period follow- 
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ing their discharge to help them bridge the 
gap between army and civilian life. 

In studying the cases, it became clear that 
the evaluation of improvement was not sim- 
ple. The veteran might describe himself as 
better because of masochistic tendencies 
which made him express gratitude for even 
a slight amount of help. Some veterans had 
overwhelming dependency needs against 
which they were fighting, often by over- 
compensatory attitude of independence, and 
insistence that they had improved ta the poirit 
where no further therapy was needed. Both 
of these factors operated not only in respect 
to the veteran's own statement of his im- 
provement, but also in changes in the symp- 
toms or complaints, which might super- 
ficially suggest some improvement. This oc- 
curred also when the veteran, at a point in 
treatment where he began to face the central 
problem, suddenly insisted thet he was getting - 
along all right and thought he should give his 
place in the clinic to someone who needed 
help more than he did. For instance, one 
veteran who came in with complaints o£ 
stuttering, sleeplessness and fatigue, termi- 
nated treatment after 5 interviews on the 
basis that he was going out bowling, dancing 
and on a round of activities which proved 
that he was no longer in need of any help. 

It is true that many of these veterans had 
some difficulties of adjustment prior to ser- 
vice, but in almost every case the reaction to 
discharge, the sense of frustration or disap- 
pointment or guilt at having failed to make 
a satisfactory adjustment in the service, 
severely complicated the adjustment after 
discharge. This was especially important to 
soldiers discharged during the course of the 
war, for they were burdened not only with 
their personal sense of failure or guilt, but 
also with the critical or depreciating attitudes 
of family, friends and commurities when 
they returned. Attitudes toward compensa- 
tion reflected some of the conflicts about the 
service experience and discharge. "I don't 
or "I should have this as a 
recognition of what the service did to me. I 
was all right before I went in." Unless these 
conflicts about the service and about dis- 
charge can be dealt with in some way in 
treatment, the veteran may well develop 
chronicity of symptoms. It was this aspect 
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of treatment which belonged peculiarly to 
the rehabilitation technique. 

In studying the individual cases, we had 
to re-evaluate the statement of the veteran 
as to the effect of his contact with the clinic. 
In some cases, we were in full agreement 
with the veteran’s opinion—whether he was 
improved, remained the same, or was in a 
worse condition than at the time treatment 
was terminated. In others, we could not 
agree with the subjective evaluation. For 
instance, one patient was suffering from 
severe masochistic tendencies which were 
only slightly affected by the fact that his 
fiancée abandoned him after his discharge. 
The help we could offer was very limited. 
We protected him against further humilia- 
tion by confronting him with reality : he was 
using his preoccupation with his unhappi- 
ness in the service as a tool to help him get 
back his girl friend. Actually, she was com- 
pletely disinterested in him. After recog- 
nizing this, he was willing to give up' this 
useless effort but his unhappiness remained 
the same and we referred him to a private 
psychiatrist. His gratitude for our help was 
exaggerated and covered up his resent- 
ment. : 

Our aim was limited in every case but it 
varied depending on the particular prob- 
lems of the veteran. We would not refuse 
help to a paranoid patient if the initial sur- 
vey justifed the expectation of a quick im- 
provement. For example, a patient was suf- 
fering from a feeling that the F.B.I. was 
after him because he had lied to the doctor 
in the service about his hearing and thereby 
succeeded in getting a discharge. He had 
presented a paranoid picture all his life; he 
never had friends and rever accepted his 
deafness as being other than mild. After a 
few interviews, he was able to accept the 
fact that he wanted to be back in service; 
his fear of the F. B. I. was recognized as an 
expression of this fact. We made no attempt 
to discuss the underlying problems but 
helped him to find a job which would protect 
him sufficiently against involvements with 
people. He was still working one year after 
his last contact with us. 

The problem of another veteran centered 
around his homosexuality. His “undesir- 
able” discharge was a handicap in the matter 
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of employment or any other situation in 
which he had to produce his discharge papers. 
In addition, he was not reconciled with his 
strong homosexual impulses, felt extremely 
guilty, and asked for help with this problem. 
After a few interviews, he rid himself of 
his guilt with regard to the discharge and 
was able to change his vocational plan. This 
change was in accordance with his special 
abilities and in order to give him the greatest 
chance to sublimate part of his homosexual 
impulses. He calmed down and was able to 
accept his attachment to his mother, a re- 
bellious attitude toward his father which was 
transferred to the Navy. After a very short 
time, he became interested in a masculine 
woman with whom he could share his work. 
He was able to establish satisfactory sex 
relations with this woman, decided to marry 
her and have a baby. They seemed to be 
getting along very well when they were seen 
4 months after the termination of treatment, 
which consisted of 5 interviews over a 
period of 3 months. 

In other cases we had to deal more thor- 
oughly with the service experiences, the 
many justified complaints about officers and 


. conditions in the army, guilt reactions to 


discharge, compensation, etc. These had to 
be correlated with the present conflicts in re- 
gard to the job, the family and community 
as well as the past conflicts of early child- 
hood. An example is seen in the following 
case. 


This veteran came to the clinic 2 years after dis- 
charge with complaints of depression and of dis- 
satisfaction with his work. He had been in the 
Marine Corps for 23 years, several months of which 
were spent in combat in the South Pacific. 

Successful treatment depended largely on an 
understanding of the ambivalence about his job. He 
had spent some time in training for this work, which 
offered, on the one hand, permanent security; on 
the other hand, it required a good deal of initiative 


„and responsibility. It became apparent that this 


particular job brought into focus the veteran's con- 
flict between dependence and independence. The 
veteran came from a comfortable, middle class 
family; during his childhood, he had struggied to 
be the strong. competent, self-sufficient son. He 
went into the Marine Corps to prove himself, In 
treatment, the conflicts in his job situation were re- 
lated to his service experience and to his childhood. 

He was struggling also with intense hostilities 
directed against his wife. In treatment these were 
understood as zn expression of his fear of being tied 
to her and also as an outlet for his antagonism. 
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against his present boss and his father in childhood 


covered up by his conscious hatred expressed toward . 


the Marines and the government. After this he 
calmed down, could accept his present job, and 
when his company assigned him to a better posi- 
tion in another city, he made the decision witkout 
hesitation. This interrupted his treatment after 6 
interviews, bu: he continued to improve after 
leaving. 

Another veteran came to the clinic with a pri- 
mary complairt of headaches, a secondary com- 
plaint of irritability. He had been discharged a vear 
previously, after being in the service for almost 2 
years. Prior to this, he had successful and satis- 
factory work experience in construction and as a 
longshoreman. 

He had some similar symptoms in this pre-war 
period, when under considerable strain. However, 
he could always take a few days off if necessary and 
relax, go home and talk things over with his wife. 
In the service, he could not do this. There was a 
constant strain—conflict between men over him and 
men under hir: men over him telling him he must 
see that the men under him got the ships loaded, 


even though there were neither facilities nor time, , 


and without ary recognition of the difficulties which 
might arise in such a situation. The officers did not 
have experience in this particular line, yet they 
asked the impossible—they asked him to make the 
men uncer him do what he knew was impossible. 
He went to the superior officer to ask for help in 
this situation of "being the meat in the sandwich"— 
being pressed between the men over and under him. 
The response was: “Look at all the work I have 
to do. I am crazy myself.” 

This soldier was assigned in the Aleutians with 
_a pioneer outfit, the first to land in Adak, and he 
remained there 18 months. The isolation, the cli- 
mate, and the feeling of no escape from these 
strains, aggravated his feelings. In addition, there 
was a mass neurotic atmosphere because of the 


climate and isolation. There was no way for him. 


.to handle his reactions, and his beadaches became 
more severe. 

His reaction to discharge was a mixed one. He 
had heard of ali the things being done for dis- 
charged veterans, and because of what he had gone 
through, he expected to have some recognition when 
he returned, Prior to entering service, he had made 
arrangements to change to a civil service job and 
received his permanent appointment soon after get- 
ting into the Army. He was given a leave ot ab- 
sence. After his discharge, he expected to begin 
on this new jcb, but was told he had no status there 
and should go back to the waterfront. He felt he 
had been let down by the government. 

He received a- pension of $11.00 a month, of which 
he was quite ashamed. He took it as a mark of the 
degree of service he was able to render. He was 
ambivalent about this pension: on the one hand, he 
felt he was entitled to more, on the other hand, he 
wanted to refuse it entirely. This conflict was re- 
activated each month when the pension check came. 
One month he wanted to have a wild party with it, 
the next month to buy a gift for his wife, another 
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to put it in the bank, and another to return it to the 
government. He did not want to be a civilian. He 
regretted being out of the service whenever he 
heard of the men in his unit being in active service. 
He felt that he had let them down and that he was 
cowardly for not going on. He felt guilty for being 
discharged, for accepting anything as a discharged 
veteran, i 

The treatment of this veteran had an initial focus 
on the specific job situation. This conflict was re- 
lated to the service experience, with its intolerable 
conditions. The aggravation of the headaches came 
to be understood in terms of the frustration and re- 
sentments in the service, the fear of criticism and 
aggression there, all carried over into the reactions 
to discharge and the post-discharge situation. These 
emotional attitudes were correlated not only with 
the army experience and the present day realities, 
but also were related to childhood incidents. Before 
treatment ended, he had been able to get himself 
reinstated in his civil service position. His im-. 
provement, which was obvious when treatment was 
terminated after 3 months, was noted also at the 
time of follow-up. 


These examples are in sharp contrast to 
others who resisted treatment altogether 
because of secondary gains derived from 
their illness. Such is the case with some of 
the returning veterans who derive a great 
deal of satisfaction from their status as 
veterans. 


A typical example is that of a marine who dis- 
tinguished himself at Guadalcanal where he volun- 
teered for combat. He now was living in his 
memories and cherishing the Presidential Citation 
and the Purple Heart Award as proof of his 
accomplishments. He was restless and complained 
of “stomach trouble and headaches.” He refused 
entirely to discuss his emotional conflicts and 
dropped out of treatment. He would not accept 
even physical treatment, justifying this in the fol- 
lowing way; “the pain in my stomach lasts only a 
second, it comes in a flash. It would be of no help 
to take medicine because the pain disappears before 
I could swallow it. He was unable to relate him- 
self to the therapist; it would have meant an ad- 
mission of his insecurity, his fears and dependencies, 
and losing the heroic memories of combat. 


In other cases, the physical complaints pro- ` 
tected the veteran from a psychosis. 


This is exemplified by the case of a veteran who 
was an aviation mechanic assigned to a ground 
crew of an air field. He became attached to a 
boisterous gunner whom he idealized since he could 
not pilot a plane himself. One day when the friend's 
plane returned from a flight, the patient saw his 
friend sitting in the gunner's seat as if asleep. When 
the patient tried to lift him from the seat, the body 
literally fell apart. Subsequently the patient de- 
veloped fainting spells, was discharged, and re- 
turned completely bewildered, with symptoms of 
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shakiness, trembling and dizziness. He rationalized 
these as manifestation of his physical weakness and 
refused tc continue treatment after 3 interviews. 
The psychiatrist was convinced that the veteran 
had to insist on an organic interpretation of his 
symptoms, because otherwise the underlying guilt 
and fear would have become conscious, with a 
possible Ganger of a psychosis. 


We agree with the description another 
veteran gave in his follow-up letter, in which 
he marked his condition as “improved” but 
explained that this was not the result of his 
contact with our clinic. 


This veteran came in with physical complaints 
only: headaches, vomiting, tingling of extremities, 
weakness. He came in 8 months after discharge; 
he had been in the service about 2i years but was 
never overseas. He was sent in by a Veterans Ad- 
ministration physician, when physical findings were 
negative. From the beginning, he denied any in- 
terest in oz need for other than medical care and 
was resentful for having been referred. He left 
after 6 interviews, in which the psychiatrist at- 
tempted some general explanation of the relation- 
ship between physical and emotional factors. On 
the follow-up questionnaire he wrote: 

“May I suggest that the Veterans Hospital be 
definitely sure that there is nothing organically 
wrong with a man before committing him to a 
psychiatric clinic. I appreciate the interest the clinic 
has expressed but fully believe your time and mine 
could have been saved if the doctors at the veterans 
hospital wculd not assume a man to be a chronic 
complainer and emotionally or mentally at odds 
with societv. Fortunately a doctor in civilian life 
has improved my health tremendously and saved 
me a possixle: expense of a few thousand dollars 
that a psychiatrist. would want for a series of con- 
sultations, perhaps uncalled for. (Author's note: 
There was no fee at our clinic.) I feel the clinic is 
doing a gcod job in the cases where it is needed, 
but it can Jo harm in misapplication.” 


Unfortunately, not all.such cases respond 
to physical treatment. We were satisfied if 
we could bring the veteran at least to an in- 
sight into the emotional roots of his physical 
complaint, then refer him to a private psy- 
chiatrist for further treatment. 


One such veteran came to the clinic a year after 
discharge with complaints of pains in the back, ten- 
sion, headaches and abdominal discomfort. These 
symptoms b2came acute after he had finished some 
highly specialized training in the Navy. He had 
anxiety symptoms for several years prior to his 
service experience, but was successful in his pro- 
fession. It was obvious that he needed rather exten- 
sive therapy; after 3 interviews in which there was 
discussion cf the overweening ambition that had 
driven him through the earlier years, he accepted 
referral to a psychiatrist for private treatment. 
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In a number of cases in which the veterar 
described his condition as unchanged, the 
treatment was unsuccessful because of severe 
demands, either economical or emotional 
made on the patient by the family. 


A 22-year-old veteran had gone into the Navy i: 
order to get away from an almost intolerable hom: 
situation, He got along very well for 2 years unti 
stationed near his home, when he made frequen 
visits to his family. After his discharge, he wa. 
unable to hold any kind of job. He came to th 
clinic 4 months later asking for help in establishin; 
a “goal” in life; he complained that he had ne 
ambition and no interest. 

Both parents had been chronic invalids for many 
years. Two older sisters were living temporarily 
in the home following unsuccessful marriages anc 
were helping to support the parents. They expectec 
to leave as scon as the patient could find a job. The 
family had lived on a marginal level for a lon; 
while, occasionally getting public assistance. Thi 
home was crowded and patient slept on a cot in tht 
living room. There was constant criticism, com. 


‘plaining and bickering in the family, with everyone 


pushing the patient, who was the only son in the 
family to take over his “share.” He realized his 
"share" meant full responsibility and he saw nc 
future for himself. Because the veteran had nc 
special skills, he anticipated that even if he coulc 
stay on a job, it would take all of his earnings tc 
support the family and he would have no money for 
recreational or social activities for his own satis- 
faction. As long as he could not work, the sisters 
were helping out. 

In another case the economic problems of the 
family were less important than the emotional ones 
in contributing to the chronicity of symptoms. This 
30 year old veteran came to the clinic almost 1 
years after his discharge, with complaints of stom: 
ach and back pains, moodiness and worry. He had 
He and hi: 
brother had been assigned to the same outfr 
throughout this time and his brother was dischargec 
shortly before the patient, both of them because 
of neuropsychiatric disabilities. The veteran wa: 
unable to do work of any kind because of his back 
and stomach complaints. He spent all his time ai 
home, since he felt uncomfortable away from the 
family. His brother was supporting the family de. 
spite the loss of one hand in an accident. 

This veteran had always lived with his parents 
In fact, all of the children had remained in the home 
even after ma-riage. When the patient was assignec 
to North Pacific duty, the whole family moved from 
the Middle West to San Francisco, buying a room- 
ing house in order to accommodate the families of 
patient's married brothers and sisters. 

In treatment, the veteran resisted all discussion o! 
emotional conflicts, even though he complained oi 
his moodiness, worrying and dislike of having 
people around him. He resisted any discussion o! 
the relationship between these and his physica 
symptoms. He asked for, and was given, a thorougt 
physical examination but he complained that rx 
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doctor was helping him. He thought his only help 
would come through increased compensation “until 
he got better.’ His mother came to the clinic 
several times asking for assistance in getting his 
disability rating increased, and emphasizing that 
the veteran was not well, was not able to work, 
and should be allowed to stay at home where the 
family could iake care of him. The strength of the 
neurotic needs of the various members of the family 
probably would have counteracted treatment even 
if the veteran had continued coming to the clinic. 
He left after 8 interviews to return to the Middle 
West with his family. 


In a similar way, the general environment 
rather than the immediate family situation 
may be unfavorable for a veteran’s improve- 
ment. The veteran who is homeless, penni- 
less, dislocated—‘“a displaced  person"— 
usually needs general welfare services rather 
than psychotherapy. Yet the attitudes of the 
community toward this group are reflected in 
inadecuate financial, recreational and case- 
work services for such individuals. This 
situation often constitutes a barrier to ulti- 
mate readjustment even if treatment is 
undertaken. We found this especially true 
for the veterans from minority groups, such 
as Negro or Chinese. Their problems were 
exaggerated by a return to the civilian com- 
munity after a service experience in which 
the discriminations were less striking and 
where they found a temporary place for 
themselves. 

In other cases there was a definite im- 
provement at the termination of treatment 
but the veterans felt unchanged and could 
not acknowledge improvement, since they 
continued to have problems with which we 
could not offer help in our clinic. 

A good example of this type was a veteran who 
returned from Africa with a severe depression as 


a reaction to an air raid in which all his buddies 
and his officer were killed. He suffered from strong 


guilt feelings since he believed that he had killed. 


his officer himself. He could not verbalize such 
an idea but was constantly preoccupied by the fol- 
lowing puzzle: the officer was killed by machine 
gun fire. The patient had been holding a loaded 
tommy-gun at the time of the attack since he was 
guarding a warehouse. He had a complete amnesia 
for the event. With the help of individual and 
group psychotherapy, the amnesia was lifted; he 
remembered the details connected with the death 
of the officer. The latter was killed by Arabs who 
turned their machine guns on the men after the 
air raid. The veteran improved greatly after this 
was brought out in treatment and related to child- 
hood conflicts, but his current conflicts with his 
wife, his fear of her pregnancy and other such fac- 
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tors reactivated his depression. This would require 
special care in a psychiatric clinic, whereas our 
task of eliminating the cause of his suffering directly 
related to the war seemed to be accomplished. » 


We had very few cases where the problem 
of compensation interfered with the treat- 
ment. This might be due primarily to the 
fact that the severe cases of compensation. 
neurosis do not seek treatment. Also we had 
a firm policy with regard to compensation 
problems. We explained to the veteran that 
if we took sides on the problem of whether 
his disability is or is not, or to what per- 
centage it is, service connected, this would 
seriously interfere with his treatment. Some 
veterans came in for the sole purpose of 
getting such a certificate in order to appeal 
their claims. In these cases, we preferred to 
refuse a certificate unless their treatment 
was well under way. In the few cases where 
we certified the patient’s diagnosis and treat- 
ment, we never made a statement with 
regard to the service connection. Those who 
were interested in an appeal only were ad- 
vised to seek the help of private psychiatrists, 
or other regular psychiatric facilities. 

Almost all of our veterans received com- 
pensation. Of these, only 3 developed a real 
compensation neurosis with which we could 
not deal. A few of these who received no 
compensation’ were dissatisfied, but in no 
case was this an obstacle in their treatment. 

The overwhelming majority of veterans 
preferred a good job and cure of their symp- 
toms to compensation. .- 

For quite a few veterans with psycho- 
pathic trends, our objective was the follow- 
ing: By relating their present antisocial 
feelings to the past, we made them conscious 
of the similarities of their service and pre- 
war experiences. We gave them credit for 


grievances against the Army or the govern- 


ment wherever this was borne out by facts, 
but followed up such an understanding with 
an intensive discussion of their childhood 
insecurities. Thus we succeeded in diminish- 
ing or eliminating their present rationaliza- 
tions, protecting them and society against 
their becoming the victims of uascrupulous 
political propaganda. 

In some instances, an immediate interfer- 
ence with the veteran's acute problems 
seemed imperative. Under the present emer- 
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gency conditions, many veterans are driven 
to acts which could be very harmful for 
their future. They may become involved 
with peope who take advantage of their 
conditions while satisfying some immediate 
need. It is in such cases that clinics of this 
kind can render an invaluable service even if 
the help offered is only temporary and re- 
moves only the present danger. 


A good example of this was a Wave who, as 
long as she was in the service, adjusted well; when 
she was discharged because of “nervousness” she 
couldn’t bear being alone and worried about her 
husband, who was overseas for the past 14 months. 
She described herself as oversensitive’ and as get- 
ting herself into complicated situations because of 
her kindness and solicitude for people, with their 
consequent attachment to her. A family took her 
in to live with them. Their son came home from 
overseas anc found that his wife was having affairs 
with other men and was ready to divorce him. The 
patient tried to console him and the boy began to get 
quite attached to her. The patient was an extremely 
insecure iniantile individual who lost her father 
when she was 7 and became quite devoted to her 
stepfather, who drank a good deal. Without her 
Lusband she felt like a lost sheep and was on the 
verge of becoming involved with the son of the 
above family. She was ready to take care of him 
the way she took care of her stepfather, all this 
without the slightest awareness of the sexual 
implications. 

After two interviews we were able to point out 
to her the meaning of her present situaticn, both 
in terms of her childhood and as a reaction to her 
own discharge. Shé became sufficiently frightened 
to accept our advice and assistance in leaving the 
home and making other plans. Of course, she con- 
tinued to have problems even after her husband re- 
turned severa. months later. 


SUMMARY 


The rehabilitation techniques used in this 
Veterans’ Clinic varied from case to case. 


CRITERIA OF THERAPY OF WAR NEUROSES 


sexuality, 


[ Oct. 


The success was not dependent on the type 
of psychiatric diagnosis but rather on the 
psychodynarnics in each individual case. Ef- 
fective help was given to veterans suffering 
from paranoid, homosexual or other severe 
conflicts provided these were closely related 
to the present situation. This could be 
achieved even in cases with serious pre-war 
problems. A thorough knowledge of the 
service experiences, the reactions to dis- 
charge and the immediate adjustment situa- 
ton as well as the family background was 
necessary for intensive therapy. In other 
cases, the aim of treatment had to be limited 
to problems of readjustment, to giving im- 
mediate but limited support, or to protecting 
the veterans from harming themselves under 
emergency conditions. The earlier the veter- 
ans came after discharge, the better were the 
conditions for help. Where there was no 
stability in at least one area of the veterans’ 
environment—his home, his job, his friends 
—rehabilitation became extremely difficult.. 
In such cases the secondary gain from illness 
might become a serious obstacle. The same 
applied to some cases suffering from purely . 
physical complaints covering up their need 
for dependency. Only 3 cases developed a 
real compensation neurosis. 

The success of rehabilitation depended 
largely on the degree to which the disability 
was related to the present situation and also 
on our ability to discover the proper point of 
attack. Many veterans came in for treat- 
ment of their long standing or revived prob- 
lems such as stuttering, alcoholism, homo- 
psvchopathic maladjustment, etc. 
Close analysis always revealed some new and 
hidden conflict, related.to the present situa- 


tion, which could be dealt with. 


A STUDY OF TACTICS FOR RESOLVING THE AUTISTIC BARRIER 
IN THE PSYCHOTHERAPY OF THE SCHIZOPHRENIC 
PERSONALITY * 


BARBARA J. BETZ, M. D., BALTIMORE, Mp. 


The schizophrenic patient seems charac- 
teristically different from other persons in 
reacting in relationships to others by the 
pattern of self-inhibition and emotional with- 
drawal, and it seems appropriate to refer to 
this mode of reaction as the schizophrenic 
pattern. When this pattern is the dominant 
one in the individual’s personality function- 
ing, his emotional adjustment to others is 
seriously disturbed. Other characteristic 
schizophrenic phenomena are also likely to 
be present in the form of active psychosis or 
the deteriorated state. When this pattern is 
combined in the personality organization 
with some other. mode of interpersonal ad- 
justment, such as the maintenance of an 
impersonal acceptance by others through the 
use of an obsessive pattern, a psychotic state 
may: not develop, although the spontaneous 
emotional interplay with others characteris- 
tic of the emotionally .healthy individual is 
minimal or non-existent. — . 

From the time of Kraepelin the emotional 
.isolation of the schizophrenic patient has 
been noted as a constant phenomenon of the 
schizophrenic illness and described by va- 
rious terms such as autism or lack of arfec- 
tive rapport. As our clinical insights have 
increased in more recent times, this charac- 
teristic withdrawal has become of interest, 
not only as a phenomenological finding, but 
as a reactive pattern serving a definite func- 
tion in the personality economy and, in the 
frankly psychotic patient, as perhaps the cen- 
tral dynamic feature. 

How this pattern functions in maintaining 
the personality equilibrium of the schizo- 
phrenic patient may be considered briefly for 
a moment. The usual emotional interaction 
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which takes place between human beings 
seems to be lacking and the schizophrenic 
individual has not developed ways of living 
with others in terms of the real feelings that 
constitute him. Patterns of self-revealment 
and self-assertion are not well employed. 
The resentment of the influence which others 
are felt to exert upon him—sometimes fan- 
tastically exaggerated but. basically true— 
provides the immediate issue for the schizo- 
phrenic alienation and gives positive form 
and color to the psychotic symptomatology ; 
but this issue of “influence” would not arise 
without a feeling of ego-weakness in rela- 
tion to the ego-strength of others. The pa- 
tient feels vulnerable and inept, and ego- 
safety rather than ego-expression becomes 
his primary goal. This ego-safety is achieved 
by an active and automatic pattern of self- 
inhibition and withdrawal which raises an, 
autistic barrier between himself and others, 
designed to conceal his vulnerability and re- 
sulting in the characteristic psychological 
isolation. By withdrawing from emotional 
contact with others, the patient not only 
achieves ego-safety but also succeeds in frus- 
trating the attempts of others to relate them- 
selves to him and so retaliates in a measure 
by sabotaging the effectiveness ot the “in- 
fluencing" pressures which he resents. His 
ego-safety and his retaliation—both accom- 
plished by the pattern of withdrawal—are 
purchased, however, at the price of emo- 
tional frustration, loneliness and the negation 
of further ego-growth—growth which can 
only occur through emotional experiences 
with others. At the point when the frustra- 
tion becomes intolerable, the psychotic pat- 
terns of fantasy-gratification swing into con- 
trol—a secondary development occurring at 
the point of personality. decompensation and 
leading to a new personality equilibrium, the 
schizophrenic psychosis. 

Because this pattern of self-inhibition and 
withdrawal controls the possibilities of con- 
tact between the schizophrenic personality 
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and others, a thorough familiarity with the 
way it operates must underly any study de- 
signed to illuminate the possibilities of psy- 
chotherapy. Since the very heart of psycho- 
therapy is the relationship between the ther- 
‘apist and the patient, the need for defining 
practical strategic objectives for these pa- 
tients and effective tactics for attaining them 
presents a difficult and complex technical 
problem. Certainly, in general terms, the 
task of therapy would lie in the direction of 
finding ways by which the patient can gain 
sufficient courage to work out. patterns of 
more spontaneous self-assertion and to de- 
velop a greater capacity for reacting emo- 
tionally with others. 

- The pürpose of the present paper is to 
report a clinical study of the psychother- 
apeutic problem of the autistic barrier and 
some of the tactics. which seem effective in 
resolving it and in assisting the patient to 
develop a more spontaneous pattern of self- 
assertion and a capacity for broader social 
participation with others. ; 


DISCUSSION OF PROCEDURE. 


One investigative approach to this prob- 
lem of tie psychotherapy of’ the schizo- 
phrenic personality has been described in a 
previous study (Betz, 1946). In that paper 
the therapeutic tactics used in treating a 
series of 8 adult obsessive-schizophrenic pa- 
tients whose emotional adjustment to others 
improved sufficiently to seem to warrant the 
terminaticn of further active treatment were 
discussed. The characteristic personality 
pattern of each of those 8 patients was schiz- 
ophrenic, but some contact with others was 
maintained by the operation of an obsessive 
pattern. The experience from this study 
seemed ta indicate that the presence of the 
schizophrenic pattern was not an insur- 
mountable barrier to the establishment of an 
effective therapeutic relationship. The course 
of treatment fell into three consecutive 
phases: (1) Timid rigidity or restricted 
spontaneity ; (2) spontaneity of mutual inter- 
action with the therapist; and (3) broadened 
social conndence and participation. The tac- 
tical approach in each phase was determined 
by cues derived from the patient, and the 
patient’s responses in the direction of increas- 
ing sponteneity and participation or increas- 
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ing rigidity and withdrawal served as criteria 
for differentiating effective and ineffective 


tactics. Patients with obsessive-schizophre- 


nic personalities were selected for study as a 
preferable group to frankly psychotic adult 
patients who might seem to offer the most 
direct approach to the therapy problem, for 
in the latter group, the pattern of fantasy- 
formation intensifies the autistic barrier, 
often to formidable degrees, so that the prob- 
lem of therapy, still too little understood at 
its simplest becomes even more difficult and 
complex. 

Another approach to this problem forms 
the backgrcund of the present report. This 
approach ccnsists of the study in a treatment 
situation of a group of psychotic children 
whose clinical characteristics were described 
by Kanner (1943) under the heading “In- 
fantile Autism". The outstanding charac- 
teristic of these children is their extreme 
emotional isolation from other people from 
early infancy. While they maintain a pur- 
poseful and seemingly intelligent relation to 
objects that do not interfere with their isola- 
tion, they are (Kanner, p. 249) “from the 
start anxiously and tensely impervious to 
people, with whom for a long time they do 
not have any kind of direct affective contact.” 
Although these’ children may use others as 
tools to satisfy their physical needs or to 
show them how to do a task, other persons 
do not become meaningful to them as 
sources of emotional satisfaction. At best, 
these children maintain themselves along side 
of rather than with others in interpersonal 
contacts. The activities of these children in 
the world of objects in which they busy 
themselves are rather prominently patterned 
along obsessive lines, in the sense of a.need 
for sameness and repetition rather than as 
means for maintaining acceptance or ap- 
proval from others. 

In the fall of 1944 an opportunity for the 
psychotherapeutic study of children of this 
group on an in-patient basis was made pos- 
sible by Dr. John C. Whitehorn, director of 
the Henry Phipps Psychiatric Clinic of the 
Johns Hopkins Hospital who made one ward 
of the clinic available for their care. The 
in-patient study of these patients covered 
a period of sixteen months. During this 
period a total of 9 children, all boys, rang- 
ing in age from 4 to 10 years was admitted. 
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This study was at all times carried on in 
close collaboration with Dr. Leo Kanner, 
Director of the children’s psychiatric clinic 
of the Harriet Lane Home, the pediatrics 
division of the Johns Hopkins Hospital. 
Both at the beginning of this venture, and in 
retrospect, it was felt that the chief advantage 
of having the children in the hospital over 
out-patient treatment was that it facilitated 
the intimate day to day contact between 
the child and his therapist. Incidentally, too, 
it enabled the therapist to observe other pa- 
tients than his own and to have the benefit 
of observations by other personnel, including 
the nurses, on the case under his care. A 
more detailed account of the original objec- 
tives and organization of this children's ward 
is given elsewhere (Betz, 1945). 

During the period when this ward was in 
operation, I had two of these children under 
my care, one for 6 months and one for 9 
months. This background of personal ex- 
perience forms the basis of the present study. 
The autistic barrier maintained by these 
children presented the central feature of 
therapeutic interest, and the present report is 
concerned primarily with a consideration oí 
therapeutic tactics which emerged empirically 
as useful in resolving this barrier to a con- 
siderabie degree and in enabling the children 
to participate with more spontaneity and con- 
fidence in relationship with others. 


CASE PRESENTATION 


The case tc be presented is a boy of 54 years, 
L. L., who was under my care for 8 months. During 
the first 2 months I saw him once a week as an 
out-patient in the children's psychiatric clinic. He 
was then admitted to the children's ward where 
he remained a patient for 6 months. At the end of 
this period his emotional adjustment seemed to 
have improved and he was returned to his home, as 
that seemed the best plan for his further develop- 
mental progress. During the time that he was in 
the clinic I spent about an hour with him daily, 


the time often being divided between morning and 


afternoon contacts, and between visits in my office 
and on the ward. 

The first tme I saw L. I found him to be an 
attractive, somewhat fragile-appearing large-eyed 
child who maintained a completely dead-pan ex- 
pression, Subsequent investigations of his physical 
status revealed no abnormal findings. Although he 
seemed aware of my presence he showed no re- 
active response to anything that I said or did. The 
picture he presented was that of profound with- 
drawal and timid rigidity, with inhibition of bodily 
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movements which at times almost resembled cata- 
lepsy. He tended to stay in one place but when he 
shifted his position he did so in quick, tense little 
movements. He left his mother pzssively and ac- 
companied me to my offce with no show of initia- 
tive or interest. He did not speak or use any form 
of vocalization. l 

Ls birth and early development—teething, sitting 
up, walking, etc. had been normal. He had said a 
few words at about one year. His emotional diffi- 
culties had first become evident to his family after 
his first birthday when he began to starve himself, 
seemed listless and acted as though he were deat. 
He became extremely apprehensive. At 2 the family 
doctor suggested psychiatric consultation but this 
advice was not followed out. By. the age of 4 he 
“lived in a world of his own.” At times he seemed 
dazed, He showed no interest or participation in 
the activities of other children. At 44 obsessive 
patterns appeared and his fearfulness became less 
marked. At that time the withdrawal and apathy 
which characterized him at the beginning of my 
contacts with him had become the central feature 
of his condition. 


" x 
Course of Treatment.—The course of tegit i 


of this child during the 8 month perioc seems to 
fall into three consecutive phases similar to the 
sequence of phases found in treating the adult group 
of patients with obsessive-schizophrenic personali- 
ties. It seems useful to present the course of this 
patient’s treatment under the same headings. 


PHASE x Trmip RIGIDITY OR RESTRICTED 
SPONTANEITY 


(Approximate duration: zi months) 


During the first 2 months of my therapeutic 
contact with L. (as an out-patient), he at no time 
showed the slizhtest flicker of reaction to me as a 
familiar person. On his first visit he sat stiffly 
on a chair placed before a table on which were 
some doll figures and small toy cars. He showed 
no spontaneous interest in or even awareness of the 
toys or anything else in the room. After a period 
I assumed the initiative and began some exploratory 
manipulation of the toys, watching his facial ex- 
pression closely as I did so. His dead-pan expres- 
sion was unwaveringly maintained as I tried out 
humorously playful maneuvers with the dolls, ten- 
derly affectionate approximations of one doll te 
another, combining the dolls as passengers in the 
cars, and other such situational variations. When, 
by chance, I began to knock the mother and father 
dolls over with a toy car I caught the first flicker 
of response. A more animated light appeared in 
his eyes as I continued this game in 2 repetitious 
way, saying “knock the mamma doll over," “knock 
the papa doll over," “bang,” etc., as I did so. AI- 
though his general attitude and posture did not 


change, I got the impression that some empathy ' 


with this play was occurring. 

During his subsequent 6 visits to my office, such 
play with toys formed the sole framework of the 
therapeutic contact. Ls reactions, however, gradu- 
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ally began to expand. Still showing no more re- 
sponse to me personally than previously, he began to 
participate in this play, at first timidly touching the 
toys with one hand, later with a certain amount of 
gusto. He began hesitatingly to push the toy car to- 
ward a Coll himself until it toppled over. His facial 
expression became more intense and he began to 
whisper under his breath "fall down" and “crash” 
as the dol. toppled. However, not until the day of 
his arrival at the clinic for admission cid he first 
show any change of expression on seeing me, when 


he gave me a fleeting but rather pleased look of: 


recognition, 

During the first week in the hospital it became 
evident that his dead-pan expression did not alto- 
gether represent indifference and that at times he 
watched the other children attentively. He seemed 
to be experiencing intense inner feelings which he 
was unable to assert and which he inhibited strictly. 
He was also observed to resort to physical flight to 
“avoid situations which frightened him. He tended 
to sit timidly in certain limited areas on the ward 
and moved about only within a rather narrow 
sphere. He submitted passively to the ministrations 
‘of the nurses and held himself away from contacts 
with the ciher children. 

Therapeutic Róle.—From the beginning, my ther- 
apeutic orientation toward him was to relate my- 
self to him at any point of spontaneity which he 
seemed tc show, however slight. My first objective 
was to provide a relationship for him in which his 
need for protective inhibition of his feelings might 
be minimized and a more spontaneous expression 
of these feelings, whatever they were, risked. In 
line. with this objective, my procedure while with 
him was t5 maintain as keen an alertness as I 
could to his moment-tc-moment reactions, and to 
be guided by them as to what kind and degree of 
participation on my part he might accept. That is, 
the child became the focal point of the relationship 
and I adasted in any ways which seemed to put 
me with him, so that he had some experience of 
“togetherness” while with me, in contrast to his 
habitual exclusive isolation and aloneness. 

Therapeutic Response.—In response to this thera- 
peutic approach, the patients first month in the 
clinic was characterized by a diminution of his 
inhibitory patterns and a decrease in his timid 
rigidity in limited areas, notably first in his rela- 
tionship to me. He began to smile when he saw 
me and to -elax sitting on my lap while I rocked 
him. After becoming receptive to me in these ways, 
he began to express some affectionate interest in 
me, seeking to sit on my lap, putting his arms 
around me, etc. With the other persons on the 
ward he was still predominantly timid and stiff, 
although less so than at first. 


PHASE II. SPONTANEITY OF MUTUAL INTERACTION 


(Approximate duration: 3 months) 


This beginning capacity for some reciprocal re- 
lationship with another person gained rather rapid 
momentum during L.’s second month in the clinic. 
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He became very animated and began to look lik: 
a merry little boy. Particularly marked was his in 
crease in pkysical freedom and action. He becam: 
interested in slamming doors, in a tentative anc 
timid fashion at first with an eye on the nurses 
later, apparently gaining courage from their permis 
sive attitudes, with great vigor and daring. He begar 
to use me as an animated trapeze, climbing over me 
somersaulting with my help, soliciting being swung 
in circles by his arms, etc. . . . He became mor 
freely assertive of his feelings, on occasion showing 


anger toward the other children and some jealoush 


of my notice of them. He began to show mor 
aggressive behavior both toward the other childrei 
and toward me, pushing or hitting out, at time 
cautiously and at other times more boldly. He als 
began to chztter more, some of his chatter revolv 
ing around the phrase "bad boy" which he seeme 
eager to have register, as though he were experi 
encing and attempting to reveal a certain sense o 
"I-ness." At times there was some evidence of ai 
obsessive pattern, with concern about setting th 
furniture or toys just so. l 

Therapeutic Réle-—As these changes in his be 
havior appeared I responded with steady, permissiv: 
attitudes. I continued to take my cues from him an 
this involved, at this time, a good deal of partici 
pation with him at a play-fellow level. Some con 
tact at the verbal level was also now possible, b 
repeating with him his own sounds and phrase: 
much as one talks with a young infant. He re 
sponded to this procedure with delight, particulari 
to my use of the words "bad boy" and seemed t 
assume some definite groundwork of understandin; 
between us. 

Therapeutic Response.—L.s affectionate inter 
play with me now became more matter-of-fact an 
less the central feature of our relationship. H 
seemed more independent and more secure in hi 
own individuality, showing, for instance, less jeal 
ously of my attentions to the other children. H 
appeared less tense and the pattern of inhibition anı 
withdrawal was much less in evidence. His be 
havior became very mischievous and he delighted 1: 
acts which would tease the nurses. He became ver: 
attached to the head nurse whom he called by name 
He was very playful with her and actively solicite 
her companionship. He now ceased to avoid th 
other children and for the first time engaged i 
parallel play side by side with them. He was ver 
lively and jabbered constantly. Participation wit 
me at the level of physical activity diminished an 
he engaged me more in verbal gymnastics, goin; 
over with me and having me repeat to him a widen 
ing range of phrases. 

During the fourth month in the clinic he bega: 
to show an active increase in his perceptive capa 
cities. He seemed fully at home in the time-schedul 
of his activities and moved freely and appropriatel: 
from place to place. He also; for the first time spon 
taneously addressed me by name. His capacity fo 
absorbing and participating in what was going o: 
around him seemed to have reached a point wher 
it was felt that he might benefit from some contac 
with a less sheltered environment. Arrangement 
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were made for kim to attend a neighborhood nurs- 
ery school in the mornings. Here, his timid rigidity 
reappearec during the first few days of his at- 
tendance, after which it subsided and the more 
recently developed spontaneous patterns again as- 
serted themselves. 


BROADENED SOCIAL CONFIDENCE 
AND PARTICIPATION 


PHASE III 


During this fnal period in the clinic, L.’s self- 
dependence and self-assurance continued to increase. 
Although he was still full of mischief, he developed 
more of a sense of what was considered acceptable 
and what was not and showed some preparedness 
to conform and to enjoy doing so. He became more 
serene and seemed quietly happy. The nursery 
school reported continued gains in his spontaneity 
and stated that, except for the continued lag in his 
use of speech, watching him play with the other 
children, one’ would think only that he was a 
healthy, normal little boy. 

Since the schizophrenic, pattern of sue had 
largely subsided, and since the remaining problem 
was largely one of a lag in emotional maturity 
which did not permit him to make an appropriate 
social adjustment to children of his own age group— 
a problem which time and life experiences might be 
expected to resclve more effectively than continued 
intensive psychotherapy—he was discharged from 
the clinic at the end of his sixth month and re- 
turned to his home. I have seen L. in my office 
at infrequent intervals during the succeeding 12 
months. He seems to be maintaining the gains that 
he made and to be an active participant in the 
family life. To what degree he will be able to over- 
come his emotional lag, it does not seem possible 
to predict. 


DISCUSSION 


The presen: case seems to illuminate some 
of the problems which confront the therapist 
in treating tne patient who maintains an 
autistic barrier between himself and others 
as his dominant mode of interpersonal ad- 
justment, and to provide an empirical basis 
for a discussion of effective therapeutic tac- 
tics for dealing with these problems. One 
noteworthy factor which was evident in this 
case and also in the treatment of the adult 
obsessive-schizophrenic group is that, while 
the autistic petient is not prepared to express 
reactions toward others or to participate with 
the therapist at the beginning of treatment, 
some capacity for receptive response in cer- 
tain areas is present. This observation would 
seem to indicate that it is the task of the 
therapist to assume the initiative in nego- 
tiating a significant contact, by some tactical 
approach geared to the particular patient's 


BARBARA J. BETZ 


271 


receptive channels. Absolute passivity on the 
therapist’s part with a view to awaiting a_ 
spontaneous participative gesture from the 
patient is likely to develop into a situation of 
indefinite therapeutic stasis during which that 
particular therapist may be shuffled off by 
the patient as an inconsequential source of 
help for him. 

The therapist’s tactics in assuming initia- 
tive then become a prime technical considera- 
tion. Clinical experience with the use of intel- 
lectualistic, rationalistie approeches to these 
withdrawn patients, and with directive, ad- 
visory maneuvers testifies to the non-recep- 
tivity to such therapeutic tactics and has led 
to a general medical attitude of pessimism 
with regard to psychotherapeutic possibilities. . 
In the case of a child, such as L., the inap- 
propriateness of such approaches is self-evi- 
dent, and it is in part because of this very 
fact that the study of such a child provides 
a fruitful field for therapeutic investigation. 
The experience with L., as well as with the 
adult obsessive-schizophrenic group, illus- 
trates another tactical approach of consider- 
able therapeutic effectiveness notwithstanding 
the dominant autistic barrier. This is to per- 
mit the patient, as represented by his own 
moment-to-moment attitudes and reactions, 
to be the pivotal point around which the 
therapeutic relationship develops. To do 
this the therapist needs deliberately to avoid 
assuming the pivotal role as represented by 
his professional status or his clinical “in- 
sight”, however accurate, and leaving the 
burden of mobility and adaptation to the 
patient. Rather, he takes his cues from the 
patient and by adapting his responses accord- 
ingly is enabled to maintain an adjustment 
of the maximum intimacy possible at any one 
time to the patient. This procedure is based 
on and reflects a consistent, underlying at- 
titude of interest in unconditionally under- 
standing the patient as he is and feels at 
the moment as an end in itself, without the 
injection of further objectives such as-giv- 
ing, insight, evaluating, challenging, moral- 
izing, disciplining, etc.. When the therapist 
approaches the patient in this way, with the 
attempt simply to be an understanding per- 
son he does not seem to be felt as coercive 
or a threatening “influence”. Actually, what 
form his understanding takes seems of minor 
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therapeutic significance in comparison with 
the fact that he 1s trying to be understanding. 
Empirically, the withdrawn patient whether 
child or adult has been found receptive to 
such 2 tactical approach and through it 
begins to have a rudimentary experience of 
being in relationship with someone. 

As this rudimentary experience of being in 
relationship with another person is main- 
tained for the patient over a period of time, 
the therapist's significance to the patient ex- 
pands and changes. Interestingly enough, as 
exemplifed in the present case, the ther- 
apist's effectiveness comes to lie in the re- 
lationship the patient forms to him as a 
person rather than primarily as a physician 
. concerned with sickness and health. He 
is no longer just a representative of the gen- 
eral world of people to be shut out, but 
becomes a special figure of personal emo- 
tional significance whose individual attitudes 


and reactions as they are expressed to the. 


patient becomes a part of the latter's own 
life experience. The patient himself thus 
begins to shift the therapist into a pivotal 
position and to react in ways expressive of 
what this new person in his life means 
to him. His habitual patterns for dealing 
with people are no longer appropriate to this 
new experience and he begins to experiment 
with new modes of functioning. Through 
this newly established emotional contact, 
however slight it may appear in comparison 
with contacts between two emotionally 
healthy ceople, the patient begins to have the 
growth-potential experience of feeling him- 
self as a participant within a real and active 
human relationship. Some reciprocity of re- 
sponse now begins and some mutuality of 
spontaneous interaction. 

At this point the autistic barrier between 
the patient and the therapist is resolving and 
the transition into a second phase of treat- 
ment occurs. Now the therapeutic objective 
lies in assisting the patient toward the de- 
velopmert of a more secure sense of his own 
capacities as an individual and toward a 
greater confidence in expressing his feelings 
spontaneously and responding from within 
himself to the feelings and attitudes of 
others. More than ever at this point the 
therapist needs to permit the patient to ex- 
perience him as the human being interested 
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in people—and in this particular patient— 
which he is, and to take care that his pro 
fessional status does not serve unwittingly a 
a barrier or jeopardize the therapeutic effec 
tiveness of the developing relationship. Wit] 
a child, as in the present case, this is tech 
nically easier to do than when dealing witl 
an adult, since it is natural to enter freel 
into the child's activities and to participat 
by more direct and intimate contact in ac 
cordance with the child's needs. With adul 
patients more restrained but equally partic 
ipative technics are necessary to achiev 
similar ends. For instance, by his manne 
of respect for the patient's feelings whateve 
they may be, including those toward th 
therapist and for his courage in clarifyin; 


‘them and using them as they are evoked, th 


therapist can provide the patient with the in 
terpersonal experience he needs for his emo 
tional growth and the development of hi: 
capacities for forming relationships witl 
others. 

The patient's response to this interpersona 
experience with the therapist is that of : 
growth in his own self-dependence and self 
esteem. He becomes more secure, mort 
freely assertive and less timid and rigid, no 
only with the therapist but soon with othe 
individuals as well. While other problem: 
may remain as residuals of the patient's long. 
standing emotional difficulties, the autistic 
barrier which previously constituted the cen 
tral problem is no longer the primary obstacle 
to the patient’s better emotional adjustment 

It will be noted that data with regard tt 
the family background of the patient pre 
sented in this report have been omitted anc 
that a consideration of etiologic factors ha: 
not been included in the discussion. Thi: 
has. been done deliberately with a view t 
highlighting a point which seems particularly 
important in the psychotherapy of the schiz 
ophrenic personality, namely that what the 
therapist understands about these factors pri- 
marily serves to satisfy his own scientifk 
curiosity and in itself is of less therapeutic 
value than his function as a person who i: 
attempting to be understanding. 


SUMMARY AND CONCLUSIONS 


This paper is concerned with the psycho 


therapeutic problem of resolving the autistic 


1947 | 


barrier maintained by the patient who nego- 
tiates his relationships to others primarily by 
means of the schizophrenic pattern of self- 
inhibition and withdrawal, a pattern which 
also precludes any ready establishment of 
effective emotional contact with the ther- 
apist. The case of an autistic child who 
maintained such a barrier in almost pure cul- 
ture is presented. The tactical approaches 
used in the therapy of this child and his 
responses are described, and certain proce- 
dures which it is felt may have general 
validity in the psychotherapy of the schizo- 
phrenic personality are discussed. From the 
experience with this case and others it seems 
possible to draw the following conclusions: 

I. The presence of the schizophrenic pat- 
tern is associated with an incapacity for 
spontaneous participation in relationship 
with another person, including the therapist. 
However, some capacity for receptive re- 
sponse to certain kinds of approach by 
another person is present. 

2. The therapist, as the person whose im- 
mediate objective is to establish emotional 
contact with the patient, must assume the 
initiative in negotiating this contact. 

3. The patient, in terms of his moment-to- 
moment attitudes and responsiveness, must 
be accepted by the therapist as the pivotal 
point around which the therapeutic relation- 
ship forms. The therapist who maintains ex- 
pectations that his own attitudes and insight 
as the doctor will be accepted by the patient 
as the pivotal point around which to revoive 
is likely to find himself in a SA Oi of ther- 
apeutic stasis. 

4. When the therapist dic the pa- 
tient w:th the unconditional objective of 
attempting to be understanding of what and 
how the patient feels at the moment, some 
significant contact with the patient can be 
expected. What form the therapist’s under- 
standing takes seems less important ther- 
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apeutically than that he is attempting to be 
understanding. 

5. As the patient accepts the therapist’s 
approach, however limited the area o> degree 
of response, he is beginning a rudimen- 
tary experience of relatedness with another 
person. : 

6. As this experience of relatedness be- 
tween patient and therapist is maintained, 
the therapist gradually becomes an emo- 
tionally significant person to the patient. 

7. lhe patient now begins not only to 
respond to the person of the therapist, but 
to express feelings toward him and interest 
in his reactions. That is, the patient 1s no 
longer just receptive, but the rudiments of 
assertiveness and reciprocity appear. 

8. Spontaneous mutual interaction between 
the patient and the therapist increases and 
with it the resolving of the autistic barrier 
in the therapeutic relationship. 

9. Through this experience of relationship 
with the therapist, the patient's self-depen- 
dence, self-esteem and general spontaneity 
increase. 

to. Other persons in the patient’s environ- 
ment besides the officially designated ther- 
apist may be serving a similar therapeutic : 
function, as acceptable persons with whom 
the patient may develop spontaneity. 

II. Broadened social participation in re- 
lationships with other persons than the ther- 
apist begins, as the patient's growing con- 
fidence in himself as a person diminishes 
his need for the protective isolation which 
he had previously insured for himself through 
the schizophrenic pattern and the austistic 
barrier. 
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Fantel Ernest, V. A. Hosp. West Los Angeles 25, Calif. 
Farber, David J., 108 E. Brst St, New York, N. Y. 
Fearing, William L., 3025 Belair Rd., Baltimore 13, Md. 
Fenyes, George, 6500 Irving Park Blvd., Chicago 34, Hl. 
Ferber, David M., 252 Seventh Ave. New York, N. Y. 
Ferguson. James T., Winter General Hosp., Topeka, Kans. 
Ferraro, Armando, 150 E. oard St.. New York, N. Y. 


Comdr., U. S. Naval Hesp., - 


Fur, Francesco A., 88 Highland Ave., Jersey City, 


File, Richard C., Peoria State Hosp., Bartonville, NI.. 

Finkelhor, Howard B., 144 N. Dithridge, Pittsburgh, Pa. 

Fischer, Martin A., 999 Queen St., West, Toronto, Ont., 
Canada. 

Fish, David f., Box 5, Howard, R. I. g 

Fish, Jacob E., Toledo State Hosp., Toledo, Ohio. 

Fish, Vera J. W., State Hosp., Howard, Ri I. 

Eisen qc P. F., N. J. State Hosp., Greystone 

ark, N. J. > 

Fleisch], Maria F., 1175 Park Ave, New York-28, N, Y. 

Flynn, Herbert L., Mansfield Training School. Mansfield 
Depot, Conn. 

Ford, Walter L., V. A., Hosp., Waco, Texas. 

Frank, Jerome D., Walter Reed General Hosp. Wash- 
ington 12, D. C. 

Frank, William G., N. H. State Hosp., Concord, N. H. 

Frazin, Bernard, V. A. Hosp., Marion, Ind. 

Friedman, Lawrence J., 230 S. Robertson Blvd., Beverly 
Hills, Calif. 

Friedman, Samuel, Fairfield State Hosp., Newton, Conn. 

Gamburg, Leo, 1630 Fifth Ave., Moline, IH 

Gerlach, Lorenz F., Langley Porter Clinic, San Francisco, 

alif. 


Ginley, Francis M., 111 W. Drinker St., Dunmore, Pa. 

Ginsberg, Leon, Essex County Hosp., Cedar Grove, ] 

e Clarence H., 696 E. Colorado St., Pasadena r, 
ali 


kg en Ernest S., Westminster Hosp., London, Ont., 
anada. 
Gold, Alex E., 143 E. 71st St., New York, N. Y. 
Goldfarb, Simon L., State Hosp., Northampton, Mass. 
Golob, Meyer E., Veterans Hosp., Downey, lll. 
Gordon, Gerald, du Pont Company, Wilmington, Del. 
Gould, Louis N., Norwich State Hosp., Norwich, Conn, 
Gray, John F., 200 Retreat Ave., Hartford, Conn. . 
Gray, Paul H., U. S. P. H. S. Hosp., Fort Worth, Tex. 
Greiber, Marvin F., r3oo University Ave., Medison, Wis. 
Griswold, Wait R., U. S. Disciplinary Barracks, Ports- 
mouth, N. H. 


Gross, Gertrude M., 433 Temple St, Yale Plan Clinics, 


New Haven, Conn. 
Guterman, Bert, 57 Commodore Rd., Worcester, Mass. ` 
Saari, Devic: Kings Park State Hosp., Kings Park, 
Gysin, "Walter M., 1436 Medical Arts Bidg., Omaha, Neb. 
amet) Van Buren O. 4401 Market St, Philadelphia, 


a. 
Harris, David I., 7300 S. Shore Dr., Chicago, Ill. 
Harris, Ralph N., V. A. Center, Togus, Maine. 
Haskell, Cosa D., 141 S. Meridian St., Indianapolis, Ind. 
Hawkes, James H., V. A. Hosp. Northport, L. I, N. Y. 
Hayward, Malcolm L., 111 N. aoth St, Philadelphia, Pa. 
Ho Joseph, Hudson River State Hosp., Poughkeepsie, : 


Hepburn, Charles K., 23 E. Ohio St, Indianapolis, Ind. 
Hersey, Thomas F., 291 Whitney Ave., New Haven, Conn. 
Hertz, Phillip E., V. A. Facility, Lyons, N. J. 

Hes Keith D., Colorado Psychopathic Hosp., Denver, 

olo. . 

Hil, Lucy S., 2000 Tulane Ave., New Orleans, La. 
Hoffman, Harry, 805 Park Ave., Plainfield, N. J. 
Hoffman, Harry R.. 6 N. Michigan Ave., Chicago 2, IIl. 
Hoiland, Mabel, Grasslands Hosp., Valhalla 2, N. Y. 
Hollister, William G., 615 N. Wolfe St., Baltimore 5, Md. 
Holtzman, Saul C., Kennedy V. A. Hosp., Memphis, Tenn. 
Hughes, James A., Veterans Hosp., Gulfport, Miss. 
Hulse, Wilfred G., 110 W. 96th St., New York, 25, N, Y. 
Hunter, Harriot, Colorado General Hosp., Denver, Colo. 
Ingham, Charles C., Norfolk State Hosp., Norfolk, Neb. 
Isham, Asa C., O'Hara and Desoto Sts. Pit:sburgh, Pa. 
Jackson, Arthur H., rrr W. Main St, Waterbury, Conn. 
J e Jacob, Manhattan State Hosp., Ward's Island, 


Jarvis, Jack R., Sheppard & Enoch Pratt Hosp., Towson, 


4, Md. 
Jeffries, Benjamin, Wayne County General Hosp., Eloise, 


ich. 
Jenkins, William C., Jr., Colorado Psychopathic Hosp., 
Denver 7, Colo. 

J isi Robert M., Wayne County General Hosp., Eloise, 
ich. 

Johnson, Don E., ri: N. 49th St. Philadelphia, Pa. 

Johnson, Herman E., 6350 N. Clark St., Chicago 26, Ill. 

Jone Max E., 142: Napoleon Áve. New Orleans 15, 


a. 
Johnston, Dorothy, Danville State Hosp., Danville, Pa. 
Judah, Leopo š . Hosp., North Little Rock, Ark. 
Julay, Steven G., 2 W. 86th St, New York 24, N. Y. 
Juracsek, Valeria, 1313 E. Ann St, Ann Arbor, Mich. 
Kairys, David, 154 E. 74th St., New York 21, N. Y. 
Kaplan, Leo A., 30 N. Michigan Ave., Chicago 2, Iil 
Katz, Hannah L., 107 River Rd., Grandview-on-the-Hud- 

son, Nyack, N. Y. 


276 


PROCEEDINGS OF SOCIETIES 


. [Oct. 





Regist mue S., 285 Central Park W., New York 


24, N. Y. 

Kells, Paul, 429 Ingraham Bldg., Miami j^ Fla. 

Kempker, Ádele C., Box 5, Howard, R. I. 

Kendall, Bruce L., N. Y. State Psychiatric Inst, 722 W. 
168th St, New York. N. Y. : i 

Kinsey, Jack L., 2316 E. Edgewood, Milwaukee 11, Wis. 

Siem EIpspute Eva, 444 Central Park W., New York, 


Kiemmer, Herbert, V. A. Hosp, Danville, Til. 

Kline, Nathan S., V. A. Hosp., Lyons, N, J. 

Knoch, Habert S., 14149 E. Jefferson, Detroit 1$ Mich. 

Koenig, Michael T., 43 E. Ohio, Chicago 11, lil. 

Koff, Salmon A., V. A. Hosp., Mendota, Wis. 

Konopka, Benjamin S., State Hospital, Howard, R. I. 

Koren, Louis, Wayne Co. General Hosp., Eloise, Mich. 

Kotzin, Isadore, V. A. Hosp., Coatesville, Pa. ` 

Krimsley, Joseph M., 2 Grac2 Court, Brooklyn 2, N. Y. 

Krinsky, Charles M., 302 State St., New London, Conn. 

Brneh, 7 addons P., Metropclitan State Hosp., Waltham 
54, Mass. - 

Kurian, Milton, V. A. Hosp, Northport, L. L, N. Y. 

ur prn Attilo, Rm. z207, State Office Bldg., Columbus 
16, 15. ' 

Lamb, Francis O., 305 Blackstone Blvd., Providence, R. I. 

Lathram, Marvin’ W., Institute of Living, 200 Retreat 
Ave., Eartford, Conn. 

Laxson, Cerald O., V. A. Hosp., Ft. Meade, S. Dak. 


Leslie, Walter, Camp Hill Hosp., Halifax, N. S., Canada. ' 


hamon, William T., 525 E. 68th St., New York 21, N. Y. 
M RE Daniel M., 444 Central Park. W., New York, 


Lipson, "Harry A., 10515 Carnegie Ave., Cleveland, Ohio. 
Loeser, Lewis H., 188 Clintcn Ave., Newark, N. J. 
Longan, Eobert C., Jr., 810 W. Franklin St., Richmond, 


|: Va. 

Loomie, Leo S., Jr., U. S. Disciplinary Barracks, Terminal 

sland, San Pedro, Calif. 

Losada, Cameila A., Box 234, Summit, N. J. 

Lotesta, Pasquale D., 68: Clarkson Ave., Brooklyn, N. Y. 

Ludwig, Alfred O.,. 101 Bay State Rd., Boston, Mass. 

Lyons, Jchn W., Ü. S. Naval Hosp., Philadelphia, Pa. . 

MacPherson, Alexander D., 
Ponoka, Alberta, Canada. 
UTE Samuel'M., 10:2 W. Sixth St, Los Angeles 14, 

alif. 

Marsh, Ezrle M., 384 Post St, San Francisco, Calif. 

Martin, Peter A., Pontiac State Hosp., Pontiac, Mich. 

Masiello, Carmen J., 1200 

Mason, Percy, 2060 Valentine Ave., New York 57, 

. Matthews, Rudolph S., Edgewood Sanitorium, Aiken, 

Matzner, Irving A., 1213 Court St, Utica, N. Y., 

Mcintyre, Campbell M., -Hospital for Mental Diseases, 
. Selkirk, Manitoba, Canada. , . 

MeLurg, John J. A., Regina General Hosp., Regina, Sask., 

anada. 

Meislin, Jacob, V. A. Hospital, Bedford, Mass. 

Meltzer, Theodore, 629 Marcy Ave., Brooklyn, N. Y. 

Mecurio, Frank, V. A. Hosp., Coatesville, Pa. 

Meshken, Jacob, 928 Lafayette St., Bridgeport, Conn. 

Metcalfe, Earl V., 24 Renwick Ave., London, Ont., Canada. 

Meyersburz, Herman A., 1012 Colley Ave., Norfolk 7, Va. 

Mee Ábraham J.» 7123 Fourth Ave. Brooklyn 9, 


Michie, Thomas C., Provincial Mental Hosp, Ponoka, 
Alb. Canada. i l : 
Micon, Leonard, soo W. Montgomery Ave., Rockville, Md. 

Miller, Robert B., 75 Bowers St., Jersey City, N. J. 
Millett, Henry $., 351 Orckard Lane, Highland Park, Hl. 
ME Sophie, 3008 W. Grand Blvd., Detroit 2, 


- Mich. 
Magrader. Majid, Pilgrim State Hosp. West , Brentwood, 


. 3 . 
Molholm, Hans B., 1420 Gratton St., St. Louis 4, Mo. 
Monohan, Thomas A., State Hop Danville, Pa. 
Moore, Barness E., 333 Cedar St, New Haven, Conn. 
Moore, George E., 111 N. 49th St., Philadelphia, Pa.' 
Morales, Juan E., 1421 Napoleon Ave., New Orleans, La. 
ao Edward J., St. Elizabeths Hosp., Washington, 


Morton, Benjamin F., Medical Arts Bldg., Birmingham, 
a. 


Provincial Mental Hosp., 


Mes Leon, 400 Ft. Washington Ave, New York 33, 


Muller, Gertrude, 5 Congdon St., Providence, R. I. 
Myerson, Paul G., 171 Bay State Rd., Boston, Mass. 
Naramore, James T., Larned State Hosp., Larned, Kans. 
Natsui, Dorothy S., Johns Hopkins Hosp., Baltimore, Md. 
Nelken, Sem, 408 Cherokee St. New Orleans, La. 
Newkirk, Paul R., Northern State Hosp., Sedro-Woolley, 


Wash. 4 : / 
Nickel, Kenneth C., Ypsilanti State Hosp., Ypsilanti, Mich. 
Noran, Harold H., 4 Orchard Lane, Minneapolis ro, Minn. 
Nordlicht, Stephen, 303 Lexington, Ave., New York, N. Y. 
Ocko, Felix H., Comdr. M.C., Psychiatric Div., Bellevue 
Hosp., New York 16, N. Y. 


i 


.Oltman, 


Central Ave., Union City, N. i 
7*6 


Okun, Milton H., Pontiac State Hosp., Pontiae, Mich. . 
Olson, William E. Box 203, Fort Meade, S. Dak. 
.Jane E, Fairfield State Hosp., Newtown, Conn. 
ee aaa Lilly, 336 Central Park West,.New York 25, 


Overholt, Lewis Clinton, Jr., 212 Metropolitan Bldg., ‘Den- 
ver, Colo. 
Oxman, Morris F., Franklin Heights, Apt. 6C, Roanoke, 


ae r 

Palmer, Janet F., Lincoln State Hosp., Box 271, Lincoln, 
eb, l 

o Stanley, Sheppard & Enoch Pratt Hosp., Towson 4, 


Peck, Harris B., 30 E. 6oth St, New York, N. Y.. 

Peltz, William L., 111 N. 49th St,, Philadelphia 39, Pa. 

Pembroke, Richard H., Jr., V..A. Baltimore, 

Perrin, Helen J., 215 E. Washington St., Albia, Iowa. 

Peterson, E-oise Bailey, Drawer 508, Norwich, Conn. 

Phillips, Rozer E., Winter General Hosp., Topeka, Kans. 

Pincock, Thomas Å., Winnepeg Psychopathic Hosp. Win- 
‘nipeg, Manitoba, Canada. l 

Plotkin, Oscar M., 750 S. State St, Elgin, Ill. 

Pokorny, Alex D., 3203 Gilford, Rm. 38, Bldg. T-11; 
Dallas 9, Tex. 

Polan, Simon, Veterans Hosp., Oteen, N., C. . 

pons aoe A., Philadelphia State Hosp., Phila- 
elphia, Pa. 

Powell, John C., Jr., 3813 W. 6th St., Ft, Worth, Tex. — 

Pru Jone M., South Carolina State Hosp., Columbia, 


Primakow, Max J., 2473 .N. sist St, Milwaukee ro, Wis. 
Radassao, Fiorentino A., Rockland State Hosp., Orange- 


burg, N. Y. 
Rankin, James H., V. A. Hosp. Los Angeles 25, Calif. 
Rausch, Gerald R., 415 Pine St, St. Louis, Mo. 
Ray, Ermin L., Veterans Hosp., Lyons, N. J. 
oe John S., Falkirk in the Ramapos, Central Valley, 


Rizzolo, Alfred F., Harlem Valley State Hosp., Wingdale, 


Rodofsky, Nilton H., so1 Morton St, Dorchester, Mass. 
Roecker, Roland’ D., Veterans Hosp., Lyons, Neds... 
Rogerson, Cuthbert H., 4212 Patterson Ave., Baltimore 
- 45; d - 

Rose, Augustus S., 87 Rutledge Rd., Boston, Mass. 
Rose, Kurt E., Norwich State Hospital. Norwich, Conn. 
Rosenbaum, Irvin J., 49 E. 96th St., New York 28, N. Y. 
Rosenbloom, William, Veterans Hosp., Downey, Ill. ` 
ao ua E., Jr., x1 Irma Ave., Port Washington, L. I., 


Rothman, Eva, 138 E. ogth St., New York 28, N. X. 
Ro Harry R, U.S.S. Perry (A. S-12), San Diego, 
alif. > : 
Rudoy, Martin, 2900 Empire Blvd., Brooklyn 25, N. Y. 
pue Marshall DeG., 1835 Eye St., N. W., Washington, 


E p 

Russel, Donzld H., 33 Sutton St., Peabody, Mass. 

Scarano, Simone J., 3059 29th St., Long Island City, N. Y. 
Schein,. Herbert, Spencer State Hosp., Spencer, W. Va. 
Schneck, Jerome M., Menninger Clinic, Topeka, Kans. . 
Schub, Rosa B., New Jersey State Hosp., Trenton, N. i 
Schutzer, Ulysses, 425 Robinson St, Binghamton, N. Y. 
Schwarz, Gabriel A., 255 S. 17th St, Medical Tower, 

Philadelphia, Pa. 
Seides, Jerome, Pilgrim State Hosp., W. Brentwood, N. Y. 


. Selymes, Piroska, Cleveland State Hosp., Cleveland 5, Ohio. 


Senn, Milton J. E., 577 Forest Ave., New Rochelle, N. Y. 

Senseman, Lawrence A., 160 Chapel St., Saylesville, R. I. 

Shapiro, Joseph, Grasslands Hosp., Valhalla, N. Y. : 

Shapiro, Lovis M., Veterans Hosp., Lyons, N. J. 

Sharp, William T., V. A. Hosp., Chillicothe, Ohio. 

Shiah, Francis É., Northern State Hosp., Sedro-Woolley, 
ash. 

Siegal, Lewis T., 211 E. 35th St., New York 16, N. Y. 

Silver, Lewis, 1314 Columbia Ave., Chicago 14, Ill. 

Silvert, Meyer, Winter General Hosp, Topeka, Kans. 

Simon, H. Joseph, 4200 E. Ninth Ave, Denver 7, Colo. 

Simonson, Melvin, 814 Cornelia, Chicago, Ill. 

n Joseph, Wayne County General Hosp., Eloise, 


ich, s 

Smith Ellen, Pontiac State Hosp., Pontiac, Mich. 
Sofman, Archie, 27 Nye Ave. Newark 8, N. J. 
Sperling, Otto E., 115 Eastern Pkwy., Brooklyn 17, N. Y. 
Spiegel, John P., Michael Reese Hosp., Chicago, IIL 
Staciva, Starley J., V. A. Center, Togus, Maine. 
P William D., Jr, 1303 York Ave, New York 21, 


Staples, Herman D., 645 Ritner St., Philadelphia 48, Pa. 
Staveren Herbert, soo W. Montgomery Ave., Rockville, 


Steiner, Max, Pontiac State Hosp., Pontiac, Mich. 
Stephens, Duncan C., Fairfield State Hosp., Newton, Conn. 
Stern, Karl, 1025 Pine Ave. W., Montreal, Canada. 
Sternschein, Irving, 3319 Bedford Ave, Brooklyn ro, 


Stirt, Sonia S., 7 W. 96th St, New York, N. Y. 


1 
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Stone, George E., DeJarnette State Sanatorium, Staurton, 
a, 
Strachan, Willis L., Jr., Winter General Hosp., Toreka, 


Cans, 
Sulzberger, Carl F., ro E. 85th St, New York 28, N. Y. 
Susselman, Samvel, 304 Vine St, Hartford, Conn. 
Sutton, Joseph G., Essex County Hosp., Cedar Grove, N, J. 
Talbot, David R., V. A. Center, Los Angeles 25, Calif. 
Talbott, Ralph E., 55 E. Washington $t., Chicago, Ill. 
Tankel, Katherine, Peoria State Hosp., Peoria, IIl. 
Tatum, Joseph C., Veterans Hosp., Downey, Ill. f 
Tauber, Abraham, 1108 Peoples State Bldg., Pontiac, Mich. 
Thomas, Alexander, 131 E. 83rd St, New York 28, N. Y. 
Thompson, William J., 2500 Third Ave, St. Petersburg, 


a, 

E CEEE, Agnes C., Mississippi State Hosp., Whitteld, 
iss. ` 

Tietze, Trude, Spring Grove State Hosp., Catonsville 28, 


Tock, Elizabeth 'W,, Stockton State Hosp., Stockton, Calif. 
Todd, Oswald V., St. Elizabeths Hosp., Washington, D. C 
Toll, Mina, State qa 95h Foxboro, Mass. 

Tower, Sarah S.. R. I. D. 6, Towson 4, Md. 

Trawick, John E., Jr., U. S. Naval Hosp., Bethesda, Md. 
Tropp, Oscar, 57 W. s7th St, New York, N. Y. 
Tureen, Louis L., 4487 Westminster Pl. St. Louis, Mo. 
Vezina, Louis E., Ministry of Health, Quebec, Canada. 
Wadler, William, Marshall San., Troy, N. Y. 

Wagner, Robert G., 3718 Travis St, Houston, Tex. 
Wallace, James A., Wallace San., Memphis, Tenn. 
Waliner, Julius M., Winter V Hosp., Topeka, Kans. 
Walter, Paul J., 3101 Fannin St., Houston 4, Tex. 
Warner, Jack F, 2631 Woodward Ave., Detroit, Mich. 
Weber, Joseph =., Milwaukee County Hosp., Milwaukee, 


is. 
Wegrocki, Henry J., Suite 717-719 Cailf. Med. Bldg., 
1401 S. Hope St, Los Angeles rs, Calif. 
Weinreb, Joseph, 16 Poplar St., Elmsford, N. Y. 
Weinstein, Edwin A., 30 E. 60th St., New York, N. V. 
Wheeler, Daniel R., 127 Maple St, Springfield 5, Mass. 
Wick, Samuel, 218 S. Fifth St, Las Vegas, Nev. 
Wiggins, Charles H., V. A. Hosp., North Little Rock, Ark. 
inkler, Emil G., 24-21 27th St, Long Island City 2, 


Wiliams, Timothy G., Veterans Mental Hygiene Clinic, 
Calvert Bldg., Fayette & St. Paul Sts., Baltimore, Md., 

Wilson, John R., 6710 Yew St., Vancouver, B. C., Canada. 

Wright, Harold S., 345 Gregory Ave., West Orange, N, J. 

Yeager, Charles L., V. osp., Waco, Tex. 

Yochelson, Leon, St. Elizabeths Hosp.,-Washington, D. C. 

Yood, Bernard, 481 Beacon St, Boston, Mass. 

. Zigarelli, Joseph F., 275 E. 18th St, Paterson, N. J. 

iman, Edmund A., St. Elizabeths Hosp., Washington, 


Zuska Albert J., 2620 Central Park Ave., Chicago 23. IH. 
(352) 


REINSTATED AS A MEMBER, MAY 1947 


Buyer, Edith M., 2845 University Ave., Bronx 63, N. Y. 
Chambers, Noble R., 713 E. Genesee St, Syracuse, N. Y. 
Davis, Harvey F.. Véterans Hosp., Tuskegee, Ala. 

ut Eugene W., U. S. Marine Hosp., Staten Island, 


Train, George T., 371 Parkside Ave, Brooklyn 26, N. Y. 
Waldron. Willer . 812 Manship St, Jackson, Miss. 
O'Connell, James J., 116 Livingston Ave., New Brunswick, 


is (7) 


TRANSCERRED FROM ASSOCIATE MEMBER TO 
MEMBER, MAY 1947 


Alderman, Jerome E., 712 E. Jefferson St., Syracuse, N. Y. 

Allen, J»seph E., r600 South Ave., Rochester, N. Y. 

Alpert, Herman S., Marcy State Hosp., Marcy, N. Y. 

Ammerman, Harvey H., Office of Surgeon General, Wash- 
ington, D. 

Anderson, Rickard W., 481 Commonwealth Ave., Boston 


15, Mass. : 
Apffel, Phillip R., Westborough State Hosp., Westborough, 


Mass. 
Apfelberg, Herbert f., Home Bank Bldg. Annex 2218 
North Third St., Milwaukee 12, Wis. : 
Argens, Richard G., Napa State Hosp., Imola, Calif. 
Bailey, Pearce, 3232 Reservoir Rd., N. W. Washington 7, 


Baker, Calvin L., 1960 W. Broad St., Columbus, Ohio. 

Balikov, Harold, Elgin State Hosp., Elgin, IH. 

Boniy Ralph W., 626 Med. Arts Bidg., Grand Rapids, 
ich, 

Belmont, Herman S., 5419 Chestnut St., Philadelphia, Pa. 

Bercel, Nicholas A., 212 S. Gale Dr., Beverly Hills, Calif. 


Berger, Irving L., Crile V. A. Hosp., Cleveland, Ohio. 

Berger, Milton M., Stony Lodge San., Ossining, N. Y. 

Berthelsdorf, Siegfried, Manhattan State Hosp., Ward's 
Island, N. Y. 

Black, Albert Vincent, State Hosp., Deyton, Ohio. 

Bobowiec, Basil B., V. A. Facility, Canandaigua, N. Y. 

Boldt, Waldemar Harris, Binghamton Training School, 
Binghamton, N. Y. 

Bolton, Leonard James, State Hosp., Dannemora, N. Y. 

Bond, Douglas D., Univ. Hosp., Cleveland 6 Ohio. 

Bondar, H. Kelliher, Med. Arts Bldg., 142 Joralemon St., 
Brooklyn 2, N. Y. 

Boshes, Louis D., 535 Cornelia Ave., Chicago, Ill. 

Boswell, Wade Hampton, 710 W. 168th St, New York 


32, N. Y. 
Bounds, Joseph B., V. A. Hosp., North Little Rock, Ark. 
Boverman, Maxwell, 490 Post St., San Francisco 2; Calif. 
Brauer, Paul HL, 14 E. 62nd St, New York 21, N. Y 
Bram Edgar Louis, 1900 Wayne Ave, Dayton ro, 
io. 
Bremner, Walter Vernon, c/o Canada House, Trafalgar 
Square, London S. W. r., England. 
Brenner, Charles, Montefiore Hosp, New York 67, N. Y. 
M ee Harold Roy, 39 Ottawa St. S., Hamilton, Ont., 
anada. 
Brownstein, Samuel R., 444 North Bedford Drive, Beverly | 
Hills, Calif. 
Bruch, Hilde, 410 Central Park W., New York 25, N. Y. 
Barn Stuart Kahni, 2627 S. Clarkson St, Denver ro, 
olo, 
Cammer, Leonard, 130 W. i2th St, Mew York 11, N. Yy 
Campbell, Ernest Albert, 925 W. Georgia St, Vancouver, 
B. C., Canada. 
Campbell, John D., 26 Linden Ave., N. E., Atlanta, Ga. 
Caprio, Frank S., 1835 Eye St., N. W., Washington, D. C. 
d ohn Ford, 2209 Webster St., San Francisco rs, 
alif, i 
Carra, Angelo, V. A. Facility, Northport, L. I, N. Y. 
Cash, Paul Thalbert, 607 Med. Arts Bldg., Omaha, Neb. 
Cattel, James Paul, Apartment 10, 421 W. 121st St., New 
York 27, N, Y, 
Chess, Stella, 151 E. 83rd St., New York 28, N. Y. 
Clark, Anne L., 295 Central Park West, New York, N. Y. 
Cohen, Max M.. 8735 Bay Parkway, Brooklyn 14, N. Y. 
Cowan, George M., V. A., Minneapolis 6, Minn. 
Cunningham, Robert S., 110 Courtney Bldg., 11th & K 
Sts., Tacoma 3, Wash. 
Dallis, Nicholas P., 2204 Michigan St., Toledo 2, Ohio. 
Damm, Walter P., State School and Home for Feeble 
Minded, Redfield, S. Dak. 
Davis, Daniel, Veterans Hosp., Legion, Tex. ' 
Don dera S., Univ. of Calif. Hosp., San Francisco 22, 
alif. 
Doherty; William R., State School & Colony, Nampa, 
aho, 
Donovan, Patricia, 115 E. 61st St., New York 21, N. Y. 
Dorr, Thomas O., Winter V. A. Hosp., Topeka, Kans. 
Dryer, Raymond B., Poynette, Wis. 
unn, Maurice, V. A. Hosp., Gulfport, Miss. 
Dunsworth, Francis A., Dept. of Veterans Affairs, Camp 
Hil Hosp. N. S., Canada. ' 
Easton; Donald R., 11128 85th Ave., Edmonton, Alberta, 
anada, 
Eberhart, John J., Cmdr., M.C., U. S. Naval Hosp., 
Charleston, S. C. 
Engel, Hugo, 1711 Morris Ave., Bronx, N. Y. 
Fearing John M., we M.C., Letterman General Hosp., 
San Francisco, Calit. 
Feldman, Fred, Capt, M.C. McCormack General Hosp., 
Pasadena, Calif. 
Fidler, Jay Wagner, Jr., sot Morton 5t., Boston 24, Mass. 
Fleeson, William, 1499 illow St., Minneapolis, Minn. 
Frankl, George, 1176 E. 65th St, Kansas City 5, Mo. 
mecano, Rowland G., Jr., 47 Bay State Rd., Boston 15, 
ass. 
Freund, Julius D., 2828 S. Prairie, Chicago, Ill. 
Friedman, Arnold P., 71 E. 77th St, New York, N. Y. 
Gail, Irving A., V. A. Hosp., Lexington, Ky. 
Gellner, Paul C., American Natl. Eank Bldg., Shawnee, 


a. 
Canoe Hendrie L., 450 Sutter St., San Francisco, 
alif, 
Geller, Joseph J., 436 Spring St., Elizabeth, N. J. 
Geoghegan, Jobn J., Ontario Hosp., London, Ont., Canada. 
Geshell, Stanley W., V. A., 1108 15th St., Denver 2, Colo. 
Glass, Sarrah E., 21 Fruit St., Worcester, Mass. i 
Glueck, Bernard C., Jr., 2 E. 54th St, New York, N. Y. 
Golden, Morton M., 144 Willow St, Brooklyn 2, N. Y. 
Geldan, Douglas, 320 Provident Bank Bldg., Cincinnati 
2, jo. 
Gottesfeld, Benjamin IL, 4 Vernon St, Hartford, Conn. 
Grand, Henry G., 90-28 52nd Ave., Elmhurst, L. L, N. Y. 
Gray, Richard W., State Hosp., Lincoln, Neb. 
reen, Sidney L., roso Ocean Ave. Brooklyn 26, N. Y. 
Groom, Dale L., Mayo Clinic, Rochester, Minn. t 
Grossman, Maurice, V. A. Facility, Palo Alto, Calif. 
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, Gundle, Sigmund, Capt, M.C., 6336 Sutherland, St. Louis 
9, 0. 3 E 
; Hague, E dg D., Lt, M.C. 156 Eastland Ave., Rochester 


7, iv. i. . 

Hann Henry J. N., 2298 Laguna St., San Francisco 
15, Ca 

Hastings, Donald W., Univ. of Minn. Med. School, Min- 
neapolis 14, Minn. 

Hawkins, Henry M., Veterans Hosp., Murfreesboro, Tenn. 

Hankins, James R., 1027; Carew Tower, Cincinnati 2, 


io. 
Hendricks, Roger C., V. A., Seattle, Wash. 
Se mann; Maurice 4 Veterans Hosp., Northport, L. I. 


Hesser, Frederick H., Duke Univ., Durham, N. C. 
Hai a J., Tulsa Clinic, org S. Cincinnati St., Tulsa, 


Hirschberg, J., Cotter, Colo. Psychopathic Hosp., Denver 7, 

olo. 

Hoagland, Thomas V., Ypsilanti State Hosp., Ypsilanti, 
i 


ch. 
Hoekstra, Clarence §., Psychiatric Liaison Dept., Colo. 
Gen. Hosp., Denver, Colo. 
Horton, William D., Winter V.: A. Hosp., Topeka, Kans. 
Jessico, Charles M., Duluth Clinic, Duluth, Minn. 
Jordan, Paul H., V. A. Mental Hygiene Clinic, 366 W. 
Adams Sz, Chicago, Il. 
Kamm, Beraard A., 818 N. Hyde Park Blvd‘, Chicago, Ill. 
Kaplan, Charles, 6394 Monitor St., Pittsburgh, Pa. 
Kaplan, Samuel, 55 Bay 32nd St, Brooklyn, N. Y 
* Kapp, a une T., Central Clinic, Gen. Hosp. Cincinnati 
29, ip. 
n Norman J., 788 Riverside Dr., New York 32, 


Kibbe, Milton H., ro Chestnut, Springfield, Mass. . 
Kimbell, Isham, Jr., V. A. Hosp., Fort Custer, Mich. 
Klow, Sidney D., 750 S. State St, Elgin, Ill. . 
Koenig, Frank J., 1418 Professional Bldg., Kansas City 


, Mo. 
Kramer, Frederick H., Philadelphia State Hosp., Phila- 
delphia 14, Pa. 
Kriegman, George, RFD ir B332, Richmond, Va. 
Krumbiegel, Stanley E., Federal Correctional Inst., Sand- 
stone, Minn. , 
- Kupper, Hezbert L, 230 S. Robertson Blvd., Beverly. Hills, 


al, 
Kupper, William H., Veterans Hosp., West Los Angeles, 
alif. 
Lascara, Vincent E., Dix Hill Hosp., Raleigh, N. C. 
Laufer, Maarice W., 83 Dyer Ave., Riverside 15, R. I. 
‘Laughlin, Henry P., Lt. Comdr, U. S. Naval Hosp., 
Bethesda 14, Md. 
Leonard, Charles E., i212 Med. Arts Bldg. Oklahoma 
City 2, Okla. 
Leslie, Roland A., V. A., Cincinnati, Ohio. - 
ipton, Samuel D., 5532 S. Kenwood Rd., Chicago 37, Ill. 
Lynn, Harold P., 619 S. First Ave, Arcadia, Calif. 
Lyons, James H., U. S. Naval Hosp., Bremerton, Wash. 
oc ren Harry L., 820 Third National Bldg., Dayton 
2, io. . 
Madow, Lec, 4210 Manayunk Ave., Philadelphia 28, Pa. 
Majka, Frank A., Veterans Hosp., Des Moines, Iowa. 
Maganiello, Lonis, O. J., Univ. of Md. Med. School, Red- 
wood: & Greene Sts., Baltimore Md. 
Marasse, Henry F., Amherst E. Wilder Child Guidance 
Clinic, 279 Rice St, St. Paul, Minn. 
Marcus, Irwin, M., 659 Cornelia Ave., Chicago 13, IH. 
Margulies, Murray E., 1827 67th St, Brooklyn 4, N. Y. 
Mom Franklin, Jr., Norwich State Hosp., Norwich, 
onn. 
Mason, Aaren S., V. A., Downey, Ill. s 
Maymi, Jose R., 709 Fernandez Juncos Ave. Santurce, 
uerto Rico. 
McKee, Jata S., Jr., State Hosp., Morgantown, N. C. 
McKnight, William K., Friends Hosp., Frankford, Phila- 
delphia, Pa, 
MeMullin, John F., Comdr., M.C., U. S. Naval Hosp., 
San Diege, Calif. - 
Michaels, Joseph, 760 Grand Concourse, Bronx 51, N. Y. 
Mills, John W., 1027 Welfer St, Pittsburgh, Pa. 
Molle, S. Al5ert, 9200 Olympics Blvd., Beverly Hills, Calif. 
Montague, J. Allison, 26 W. Ninth St, New York 11, 


Morton, David P. M., V. A. 128 N. Broad St, Phila- 
delphia, Pa. 

Meuhlig, G. Kenneth, Medical Arts Bldg., Omaha, Neb. 
Murphy, Wiliam F., 18 Mellen St., Cambridge, Mass. 
Nagler, Simon XL, 4105 Kings Highway, Brooklyn ro, 
Nersessian, Aznive, 2 George St., Norwood, Mass. 
Nixon, Charles E., 452 Haberfelde Bldg., Bakersfield, Calif. 
Obers, Samuel J., 177 E. 77th St., New York 21, N: Y. 
be cab Raymond L., 151 E. Central Ave., Maywood, 


Ostow, Mortimer, 2 Sealy Dr., Cedarhurst, N. Y, 
Perkins, George L., 58 E. Wasaington St., Chicago, Ill. 


Sager, Clifford J., 9 


Pleasure, Hyman, State Hosp., Central Islip, L. I., N. Y. 
Rackow, Leoa L., V Hosp., Tuscaloosa, Ala. 

Rosen, Harokl, 5071 Wright Ave., Baltimore s, Md. 
Rosen, John N., 875 Fifth Ave, New York, N. Y. 
Rosen, Michael, V. A:, Fargo, N. Dak. ` 
Rosenberg, Ralph, 16 E. Sand St, New York 28, N. Y. 
Rosenthal, Arthur D., V. A. Hosp., N. Little Rock, ‘Ark. 
Ross, Ira S., 188 Clinton Ave., Newark 5, N. J. ` 
Rottersman, William, V. A. Hosp., N. Little Rock, Ark. 
Rouse, Howard, Carssow Bidg., Lewiston, Idaho. . 
Radmok, Herman D., 526: Akron St, Philadelphia 24, 


a., 
Ruilmann, Cyril J., Dept of Psych., Univ. of Tenn., Mem- 
phis, Tenn. . i 

Ryan, V. Ge-ard, 25 Marlborough St., Portland, Conn. 
arden Drive, Roselle, N.of. 
Saltzman, Charles, Medfield State Hosp., Harding, Mass, 
Salzer, Harry M., 868 Doctors Bldg., Cincinnati 2, Ohio. 
Salzman, Leon, 4520 McArthur Blvd., Washington, D. C. 
Savitscus, George W., Creedmoor State Hosp., Queens Vil- 


lage, N. V. 
Scham,- Mantel J., 1883 Clinton Ave., Bronx, N. Y. 
Scheinman, Leonard, 760 E..19th St., Brooklyn 3o, N. Y. 
Schuster, Daniel B.,- 803 State St., Madison Wis. 
Sharp, Morris L., Foxborough State Hosp., Foxborough, 


ass, es 
Shippen, Eugene Rodman, Jr., 118 Bellevue Ave., Melrose, 
ass. - ires 
Simmonds, Raymond J., 1431 22nd St., Sacramento, Calif. 
Simms, Leon M., 288 Maple St., Brookln 25, N., Y. : 
baa vse Walworth R., Ypsilanti State Hosp., Ypsilanti, 


ich, 
Smith, Stewart R., ‘15 Brae Rd., Quincy, Mass. 
sa ae Raymoad, Bellevue Hosp., Psych. Div., New York, 


Sobey, Victor M., 610 Salem Ave. Elizabeth, N. J. - 
omn Seymour J., 707-19th Ave., San Francisco 21, 


alif. 
Sperling, Samuel J., 1913 Wilshire Blvd., Los Angeles, 
alif. 


Stein, Sam I, Inst, for Juvenile Research, Chicago, Ill. 
Stone, Wayne B., V. A., N. Little Rock, Ark. ; 
Strauss, Bernard V., 1 Hanson Place, Brooklyn 17, N. Y. 
Sullivan, Daniel I; 1431 22nd St., Sacramento, ‘Calif. 

Sutton, Isaac, 44 Heddington Ave., Toronto, Ont., Canada. 
Swan, Eugene L., Rockland State Hosp., Orangeburg, 


Switzer, Robert E., Cromwell, Ind. 
Tabachnick, Harry, 606 W. Wisconsin Ave., Milwaukee, 


Wis. 
Taboroff, Leonard, Winter Gen. Hosp., Topeka, Kans. 
Tanner, Henry, V. A. Hosp., Chillicothe, Ohio. 
Tarnower, Samuel M., 74 North St, Pittsfield, Mass. 
Tarrasch, Hertha, Suite 1903, 58 E. Washington St., Chi- 
cago, Ill. 
Taub, Norman, St. Elizabeths Hosp., Washington 2o, D. C. 
Teller, Ernest, 1418 E. Hyde Park Blvd., Chicago 15, Ill. 
Thomas, Frank H., Jr, Lt, M.C., U. S. Naval Hosp., 
Annapolis, : 
Thompson, Samuel V., Louisville Gen. Hosp., Louisville, 


Ky. 
Train, John B., 7 W. 81st St., New York 24, N. Y. 
Trevett, Laurence D., 270 Commonwealth Ave., Boston, 


ass, ' 
To uen Robe-t C., St. Elizabeths Hosp. Washington, 


Turton, Laurence E., 137 E. State St., Columbus 15, Ohio. 
Uliman, Montague, 108 E. 8rst St., New York 28. N. Y. 
ves Amberg, Robert J., 85 S. Harrison St., East Orange, 


Walker, D. Allison, State Hosp., Torrance, Pa. 

Warfel, M. C., 3311 Buffalo Rd., Wesleyville, Pa. 

Warner, Harold W., 233 “A” St., San Diego 1, Calif. 

Warner, Nathaniel, 47 Lafayette Place, Greenwich, Conn. 

Weinberger, Jerome L., 117 Bay State Rd., Boston, Mass. 

Weinblatt, Morris, 2116 N. 14th St., Toledo, Ohio. 

Wellman, Marvin, Royal Canadian Naval Hosp., Halifax, 
Nova Scotia, Canada. 

Wheelis; John M., Jr., Suite 202, 444 N. Bedford Drive, 
Beverly Hills, Calif. 

Willner, Frederic S., Carleton Ave., Central Islip, N. Y. 

Willner, Gerda F. P., Carleton Ave., Central Islip, N. Y. 

Zucker, Joseph M., 56 Pine St., Pawtucket, R. I. 

Zwick, Isidore. 5533 Hollywood Bivd., Hollywood, Calif. 
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Abrahamsen, Cavid, 1040 Park Ave., New York 28, N. Y. 
Beckenstein, Nathan, 68: Clarkson Ave., Brooklyn, N. Y. 
Bender, Morris B., 1192 Park Ave., New York 28, N. Y. 
Berliner, Bernaard, i20 Commonwealth Ave., San Fran- 
cisco 18, Calif. : 
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Binger, Carl A. L., 125 E. 73rd St., new York 21, N. Y. 

Blain, Daniel, V. A., Washington, D.C 

Blackwelder, Kobert G., State Hosp., Raleigh, N, 

Brill, SOS. Q., 1712 'Rhode Island Ave. i itash- 
ington, . 

Brody, Mathew, 41 Eastern Parkway, Brooklyn 17, N. Y. 

Cameron, Dale C., U, S. P. H. S. Headquarters, Wash- 
ington 25, D. C. 

PDC. Coyne H., 131 N. E. Fourth St, Oklahoma 

ity, 

Chittick, Rupe A., Vermont State Hosp., Waterbury.. Vt. 

Cotton, "Henry A, "Tr 4, Dept. of Institutlons & Agercies, 
State Cfice B. dg. . Trenton, N. J. 


Day, G. re oro Eighth Ave., Fort Worth, Tex. 

Dewan, J. G., 112 ‘College St., Toronto, Ont., Canada. 

rr Fernan À., 707 Medical-Dental Bldg. Portland 
5, 


ru, Eenry H., 707 Medical -Dental Bldg. Portland 
E Edd Fut R. 306 W. :sth St, New York 11, N. Y. 
Farrell, Malcolm. J., Walter S. Fernald State School, Box 
C, Waverly 2 Mass. 
Flaherty, James A., 236 Bala ers o Bala-Cynwyd, Pa. 
Foxe, Ar-hur N., 25 W. sath New York 19, N. Y. 
Funkhouser, James H., 5605, Richmond, Va. 
Gralnick, Alexarder, 55 E. 6sth St., New York 21, N. Y. 
Greenhill, Maurice H., 
ham, N. 
Haines, William H., 8 S. Michigan Ave., Chicago, Ill. 
Haugen, Gerhard B., 617 Mayer Bldg., Portland, Ore. 
Hauk, Oscar S., Central State Hosp., Nashville, "Tenn. 
Hecker, Arthur 3J; V. A. Hosp., Coatesville, Pa. 
Huston, Paul E., $5 Grand Ave., Iowa City, Iowa. 
Hutchens, Wencell H., oy Mayer Bldg., Portland, Ore. 
Johnson, Chester E., Jr., Bryce Hosp., Tuscaloosa, Ala. 
Kerman, Edwarc F., 2338 Eutaw Place, Baltimore 17, Md. 
Kinley, John W., 111 Clinton Ave., Newark, N. 
Kleinerman, Merris, St. Elizabeths Hosp., Washington, 


Knudson, Alvin B. C., V. A. Central Office, Room 884, 
Washington, D. C. 

Kraines, Samuel H., 30 N. Michi js Ave., Chicago, Ill. 

reno Joseph, 1009 Mercantile Library Bldg., Cincinnati 
2, io. 


Peurmam Samuel R., roo W. ssth St, New York ro, 


Liebman, Samyel, 225 Sheridan Rd., Winnetka, Ill. 

Little, Olga <A. Gs 1278 E. Main St., Bridgeport, Conn. 

Luce, Henry A., 1553 Woodward Ave. a Detroit Mich. 

Luhan, J p A. .. 59 E. Madison, Chicago 3, Ill. 

Lyon, aod M , Central State Hosp., Lakeland, Ky., 

Marsteller, A. A. Bureau of Med. & Surgery, Navy Dept., 
Washington, Dc. 

Messinge-, Emanuel, 110-47 71st Ave., 
Isiand, N. Y. 

Mule, Charles W., Jr, Eastern State Hosp. 2. Medical 

ake, 

Mitchell, Henry S., V. A., Hosp., Ft. McKenzie, Wyo. 

Morad, Philip Ja 55, W. Main t. New Britain, Conn, 

Novak, John G., 11x Clinton Ave., Newark 2, N. J. 


Duke Univ. School of Med., Dur- 


Forest Hills, Long. 


Owen, Joseph W., 550, Park Ave., New York, Y, 
Faster, Samuel, Kennedy Veterans Hosp., a is, Tenn, 
Peatick, George E., Roosevelt Blvd. & Southhampton Rd., 
Philadelphia I4, Pa. 
Pessin, Toseph, 1:10 N. Pass Ave., Burbank, Calif. 
Peters, John R., Pewee Valley Hosp. , Pewee y Ky. 
Pleasants, Edward N., N. J. State OSP., Marlboro, N. J. 
Prescott, Blake D., 200 Retreat Ave., Hartford, Conn. 
Raines, "George N., 119 Aspen St, Chevy Chase, Md. 
Rheingold, Joseph C., 526 W. State St, Rockford, TH. 
Rickles, Nathan K.. 509 Olive St, Seattle 1, Wash. 
Suec Jurgen, Langley-Porter Clinic, San Francisco, 
aii 
Rupp, Charles, 133 S. 36th St, eae hia, Pa. 
ussman, Charles, Conn. State "Hos Po ge a Conn. 
Saxe, Earl, 122 E. 82nd St, New York 28, Y. 
Scott, John J., :o Columbia Terrace, Wedhanken, N. J. 
Semrad, Elvin V., 591 Morton St, Boston, Mass. 
Small, S. Mouchly, 210 E. 68th St., New York 21, N, Y. 
Spotnitz; Hyman, zı Central Park "West, New York 22, 


Stoloff, Emile G., 16 E. 77th St, New York 21, N. Y. 
Sugar, Carl, 167 E. 82nd St., New York 28, N. Y. : 
Van der Heide, Carel, 156 N. Almont Dr., Los Angeles, 36, 


alif, 
Wagner, Philip S., 1013 N. Charles St. ^ Pee 1, Md. 
Walker, Gale H. Polk State School, 
Whitehead, Duncan, Brooklyn State Hose. 68; Clarkson 
Ave., Brooklyn, N. Y. 
Williams, David B 
Calif. 
Zimmerman, Joseph, 118 Eighth Ave. Brooklyn 15, N. y, 
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. Veterans Home Hosp., Napa County, , 
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Dawson, Dudley T., 1534 21st St., Lincoln 2, Neb. 
Carter, Martin %.; 1200 N. State St., Los Angeles 33, 


alif. 
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CASE REPORT 


SUCCESSFUL TREATMENT OF A CASE OF PHENOBARBITAL 


POISONING WITH PICROTOXIN 
SAMUEL LIEBMAN, M. S, M.D. ann L. WAYNE JOHNSON, B.S., B. M, WINNETKA, Iur. 


We are reporting the successful treatment 
of a case of phenobarbital poisoning in a 
chronic alcoholic, who took about xo grams 
of phenobarbital in a suicidal attempt .and 
received 2,526 mgms. of picrotoxin. We be- 
lieve this to be the largest reported dose of 
picrotoxin used with recovery. 

The use of picrotoxin in barbiturate poi- 
'soning hzs been reviewed by B. W. Billow 
(1) ; J. Dorsey (2) ; D. L. Burdick and E. A. 
Rovenstine( 3) ; C. J. France, M. B. Barnett, 
and F. F. Yonkman(4); and A. Ander- 


son(5). 
Case REPORT 


Mrs. R. H., 34, a chronic alcoholic, was admitted 
to the North Shore Health Resort, May 8, 1947, 
. in coma foz 18 hours. After recovery, she told us 
she had taken about 100 one-and-a-half grain tab- 
lets of phenobarbital in z suicidal attempt while 
drinking one and a half quarts of whiskey. She 
had received no treatment prior to admission. 

Physical examination revealed a well-nourished, 
white femzle, who was comatose and appeared 
moribund. Her pulse was 110, weak and thready, 
temperature 101.6 rectally, respirations 24, shallow 
and intermittently of a Cheyne-Stokes type, blood 
pressure 110/70, E.E.N.T., heart, lungs, and ab- 
domen: were essentially regative except for the 
urinary bladder which was cistended to above the 
umbilicus and yielded 1,400 c. c. of urine on cathet- 
erization. Neurological examination revealed dilated 
pupils, normal fundi, normal cranial nerves, active 
and equal reflexes bilaterally, with no pathological 
reflexes. 

Laboratory findings included normal urine; R.B.C, 
2,650,000; Hb. 12.8 grams; W.B.C. 9,850; differen- 
tial count—polymorphonuclears 9096, lymphocytes 
10%. Kahn test was negative. The spinal fluid 
and electrecardiogram were both normal. 

During the first 24 hours of hospitalization the 
patient developed rales in both lungs for which 
she was given 30,000 units of penicillin every 3 
hours, in addition to` continuous oxygen. One 
thousand c.c. of 5% dextrose in normal saline was 
given intravenously. The patient was turned fre- 
quently from side to side, and suction was used to 
maintain an adequate airway throughout her coma- 
tose state. She received 16 c.c. of metrazol, 74 grs. 
of caffeine sodium benzoate, 14 c.c. of coramine, 
120 mgms. of benzedrine ‘sulfate, and 330 mgms. of 
picrotoxin. The picrotoxin, metrazol, and benze- 
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drine sulfate were -all given in the rubber tubing 


of the intravenous set after adequate sterilization of 
the tubing. The patient’s respirations became less 
shallow and more regular; her blood pressure rose 
to 125/80; temperature and pulse did not vary 
much. She did not respond to any stimuli. 

During the next 24 hours, she continued to re- 
ceive oxygen, penicillin, 3,000 c.c. of fluids, with 
vitamins added, intravenously, frequent turnings, 
and suction. These procedures were continued 
throughout her course of treatment. It was decided 
that'picrotoxin was the analeptic of choice. It was 
given intravenously in 15-/to 30-minute intervals 
in doses of & to 7 c.c. and cofitained 3 mgms. per 
c.c. She received 465 mgms. of picrotoxin during 
this 24-hour period with no change. Her respira- 
tions remained of good quality. , l 

At the end of 59 hours and 1,455 mgms. of-picro- 

toxin, the patient yawned and developed a strong 
grasp of refex. There was still no response to 
stimuli. 
. After a total of 71 hours and 1,851 mgms. of 
picrotoxin, she responded to commands and re- 
peated her name. Four hours later, after 1,881 
mgms. she answered questions intelligently but was 
still very letnargic. She then had a short grand 
mal seizure, and though not excessively depressed 
following it, she again lasped into coma. 


During her fifth day of coma, she received 501 - 


mgms. of picrotoxin and was still very lethargic 
but again responded to questioning. 

At the end of 13r hours, she was wide awake 
and received 2,526 mgms. of picrotoxin. The pa- 
tient’s temperature returned to normal. Intravenous 
fluids, oxygen, and penicillin were discontinued. 

The patient was fully recovered, from her coma- 
tose state on the next day. The only complication 
was a tender left sciatic nerve, which was believed 
to be due to a toxic neuritis and improved steadily 


under conservative management, including large : 


doses of vitamin B complex and diathermy. 


SUMMARY 


A case cf phenobarbital poisoning in a 
chronic alcoholic is reported, in which the 
patient is believed to have taken about Io 
grams of phenobarbital and was comatose 
for 109 hours and lethargic for 149 hours. 
She received a total of 2,526 mgms. of picro- 
toxin. We believe this is the largest reported 
dose of picrotoxin used in barbiturate poi- 
soning with recovery of the patient. 
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COMMENT 


PAX MEDICA 


We are told that science knows no national 
boundaries. For the most part we believe 
this to ke true. All will not be well with 
science until it is one hundred percent true. 
Painful exceptions, however, are not un- 
known. Distortions of scientific data and 
reasoning in Germany under Nazi domina- 
tion were incorporated in the credo of the 
state, Scientific oddities have also emerged 
from behind the Iron Curtain. 

But least of all sciences can medicine be 
“hemmed in by political boundary lines, or 
its thinking and planning determined by sec- 
tional interests, narrow or wide. Having in 
mind the traditional ethical goals of medicine, 
and having in memory the shining examples 
of attainment of those goals by doctors in 
the armed forces in many theaters of war, 
the crimes of certain German physicians in 
the recert war are so shocking as to be 
almost incredible. A contrasting picture of 
scientific integrity and steadfastness was 
furnished by the doctors of Norway? who 
refused to be stampeded by the Quisling and 
Nazi bullies. . 

The credo of medicine implies that doctors 
of all countries should find it possible to live 
and work together with a reasonable mea- 
sure of harmony and to agree upon such 
fundamentals as patient and-honest observa- 
tion and research have been able to establish. 
The art of living and working together com- 
fortably is the essence of mental hygiene, 
and it seems not too much to expect that 
those who build upon the Hippocratic foun- 
dation should set an example in social living 
and collaboration. We remind ourselves, 
however, that the medical profession, after 
all, constitutes only a cross-section of the 
partially educated and imperfectly self-disci- 
plined sector of the community and shares 
the strength and the weakness of its lay 
compeers. 


Eg. MacArthur: A Glimpse behind the Cur- 
tain. Genetics in the U. S. S, R. Am. J. Psychiat., 


July, 1946. 
2 Vid. The Gjessing Affair. Am. J. Psychiat. 
(Comment). Jan, 1942.' 
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This refection may mitigate somewhat the 
disappointment that must have been felt in 
all countries in the proceedings of the first 
meeting of the World Medical Association in 
Paris, September 18-20, 1947. There was 
so much profitless controversy that not all 
the important items on the agenda could be 
dealt with as planned, for example, con- 
sideration of the relationship between the 
state and the doctor. Much time was con- 
sumed in wearisome arguments over the 
Articles and By-laws. An unpleasant fea- 
ture of the meeting was the bloc voting by 
the countries,of South America, which did 
not lessen the tenseness in the atmosphere. 
At one critical point all the delegates from 
these countries walked out of the Chamber, 
but later returned. The British Medical 
Journal remarks editorially (Sept. 27, 1947) 
that “it seemed that the meeting was begin- 
ning to initiate some of the worst features 
of the U.N.O."—a fairly severe indictment. 

The W.M.A. adopted as one of its objec- 
tives "To promote world peace," but as the 
B.M.]J. observes, "peace at the meeting itself 
was on many occasions preserved with diffi- 
culty." But despite the unfortunate aspects 
of its initial meeting, the World Medical As- 
sociation has come into being. At its. birth, 
48 countries were represented. English, 
French, and Spanish were declared to be the 
official languages. German delegates will not 
be admitted to the W.M.A. until the medical 
profession of Germany has registered its 
condemnation of the war crimes of German 
physicians. 

The delegates to this first assembly did not 
accomplish all that they might have done, but 
a beginning has been made, and it is to be 
assumed that the W.M.A. will become a 
potent influence in promoting the social as 
well as the physical health of all mankind. 
The material means of the first year's organi- 
zation and operation are guaranteed by a 
gift from. friends of the American Medical 
Association of $50,000 a year for five years. 
It is fortunate that the name, “World Medical 
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Association,” was adopted, and that the term 
“international’—currently all too suggestive 
of disunity— was not allowed to creep into 
the official designation. 

The purpose of this comment is to say that 
medicine needs more mental hygiene. It is 
needed not cnly in the curricula of medical 
Schools as an instrumentality that doctors 
may use in dealing with patients; it is needed 
in the lives of doctors themselves. It is one of 
those things that can be taught best by ex- 
ample. It is needed in the organization of 
hospital staffs and of medical societies, facul- 
ties, and bodies of all kinds. And it will be 
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indispensable in the activities of the World 
Medical Association. There should be at 
least one organized body with world repre- 
sentatives who can deliberate together, form 
policies, and make decisions by peaceful 
means in an atmosphere of. freedom from 
fear, suspicion, and self-will. 

To promote world peace means to ensure 
peace of mind to the people of the world. 
Peace of mind and equanimity, the aequa- 
nimias that Osler preached, signify healthy- 
mindedness. And healthy-mindedness on a 
world scale, if such were ever possible, would 
be the basis of decent social life on this planet. 


^^ IMPORTANT NOTICE 


CHANGE OF DATE AND PLACE OF 
1948 ANNUAL MEETING 


Owing to circumstances entirely beyond the control of the Asso- 
ciation and of the local Committee, it has become necessary to post- 
pone the Association’s visit to the Pacific Coast. 


. A careful canvass of the country indicates that the only large city 
with facilities available at a suitable time is Washingtón, D. C. Ac- 
cordingly the Council has voted to hold the 1948 meeting in Wash- 


ington May 17-20, 1948 inclusive. 


The Headquarters Hotel will be the Statler, and a sufficient num- 
ber of rooms have been guaranteed by the Statler and nearby hotels 
to assure ample facilities for the fellows, members and their families. . 


WINFRED OVẸRHOLSER, M. D., 


PRESILENT 
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INTERNATIONAL CONFERENCE ON Psy- 
CHOSURGERY.—The date set for the Interna- 
tional Conference on Psychosurgery to be 
held in Lisbon has been changed to the first 
week of August, 1948. This change has been 
made to give those who wish to attend the 
International Congress on Mental Health to 
be held in London later in August an oppor- 
tunity to do so without loss of time. 

WALTER FREEMAN, M. D. 
Chairman, United States Committee. 


Dr. WHITEHORN LECTURES IN STOCK- 
HOLM.—_uring his vacation in Europe this 
past summer, Dr. John C. Whitehorn, Di- 
rector of the Henry Phipps Psychiatric 
Clinic of the Johns Hopkins Hospital, visited 
Stockholm, where he had been invited to 
give a series of lectures. 


Dr. Bowman ON OFFICIAL VISIT TO 
CuiNA.—The World Health Organization 
invited Dr. Karl Bowman, Medical Superin- 
tendent cf the Langley Porter Clinic, San 
Francisco, to proceed to China to assist in 
the establishment of the National Neuropsy- 
chiatric Institute at Nanking. Dr. Bowman 
left for China by air August 12. It is esti- 
mated that his mission will require about 
three months. —. 


Dr. BuRLINGAME’S IMPRESSIONS OF CON- 
DITIONS IN EumoPE.—1n reply to a request 
for his impressions from recent visits to 
Britain and the Continent, Dr. C. C. Burlin- 
game, Chairman of the Committee ‘on Public 
Educatior. of The American Psychiatric As- 
sociation, submitted the following brief com- 
ments : 


“During my two recent trips abfoad, on which 
I had the honor to represent the American Psy- 
chiatric Association, I was rudely awakened to the 
fact that back here at home we have been failing 
to recognize Europe’s basic needs in science and 
medicine, 

“Naturally American medicine is most anxious 
to benefit again from the glory and productiveness 
that belonged to European science before the war. 
Wartime barriers were no sooner down than we 
dispatched emissaries to consult with European men 
of medicine about scienzific progress in these past 
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years. We hastened to welcome foreign scientists 
back to our laboratories and schools, and we are 
eagerly anticipating the day that our people may 
again go freely to Europe for study and training. 

However, refreshing as these renewed contacts 
may be for the moment, a vigorous exchange of 
ideas is valuable and stimulating only to the ex- 
tent that the ideas can be implemented. If they 
cannot be implemented, discouragement and a sense 
of failure, inadequacy, and helplessness can be ex- 
pected to be the inevitable result. 

A most despressing situation exists at the present 
time in the war-disrupted countries of Europe, 
where the facilities for the pursuit of science are in 
varying degrees of disorganization and devastation. 
In mary quarters, basic equipment and supplies are 
desperately needed. Indeed, it is conceivable that 
continued difficulties in obtaining those commodities 
might result in a scientific neurosis of frustration! 

I wzs tremendously impressed by the spirit of 
the men in Europe. They are'a courageous group, 
putting up a brave front in an admirable.struggle 
with what they have, but it is questionable how long 
their determination and hope can withstand the 
undeniable inadequacy of their tools. And the 
majority of them are tied to their own countries by 
family or national ties, to say nothing of govern- 
ment restrictions on travel and monetary exchange. 

Science and the world cannot allow scientific 
genius to stagnate for lack of technical support. If 
we would do most to help restore the essence and 
structure of European medicine and research, we 
would apply ourselves diligently to their material 
needs. 


Post-FELLOWSHIP GRANTS BY THE 
MARKLE FoUNDATION.—A new program of 
“post-fellowship” grants has been announced 
by the John and Mary R. Markle Founda- 
tion. These grants will offer an opportunity 
to start a career in academic medicine to 
young scientists with the necessary training 
to hold a regular faculty appointment and 
to conduct original research. The purpose of 
the program, according to John M. Russell, 
Executive Director of the Foundation, is to 
attract much-needed talent to academic medi- 
cine by giving promising young scientists 
academic security and financial assistance for 
a period up to 5 years. The program will 
be conducted in cooperation with accredited 
medical sckools in the United States and 
Canada. Grants of $25,000, payable to the 
cooperating school at the rate of $5,000 an- 
nually for a 5-year period toward the sup- 
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port of each successful candidate or his re- 
search or both, will be available beginning 
with the academic year, 1948-49. 

Candidates will be recommended by medi- 
cal schcols and will be limited to young men 
and wcmen with a particularly strong in- 
terest in research and teaching i in any of the 
clinical or preclinical sciences or in the 
sciences basic to medicine. The young scien- 
tists chosen will be known as "Scholars in 
Medical Science." 

The Scholar program places the emphasis 
on the personal qualities and scientific and 
teaching abilities of the men and women 
chosen, rather than upon particular research 
projects or teaching fields in which they may 
be interested. Persons interested in being 
- considered as candidates for these grants are 
referred to deans of accredited medical 
schools for further information. 


Dr. DEARBORN BECOMES PROFESSOR 
EmeEritus.—Dr. Walter F. Dearborn was 
made Emeritus Professor of the Harvard 
School of Education as announced at last 
commencement. Primarily a teacher, he 
studied medicine as a liaison between the 
fields of psychology and psychiatry. When 
the Boston 2sychopathic Hospital opened as 
a teaching center he took advantage of the 
friendship of Dr. Southard to bring his 
classes there to study behavior problems of 
children. 

He also, for many years, took his classes 
for a course in the study of mental defect as 
it affects children in the classroom, to Dr. 
Fernald at the school in Waverley. He 
realized the need of teachers to have an in- 
sight into the emotional disturbances of chil- 
dren and how their conduct was conditioned 
by them.. Dr. Fernald lent his enthusiasm 
to this work which was continued until tem- 
porarry interrupted by World War II. . 

Although retired as head of the department 
at Harvard, Dr. Dearborn has been active 
this summe” in giving his course for students 
at the University of Michigan. We trust 
that he will continue his excellent work. 


ROESCHACH INSTITUTE, IwC.—The re- 
search committee of the Rorschach Institute 
has organized a system for following current 
Rorschach research in the various applica- 
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tions of the method. A slate of correspon- 
dents will be published in the new “Ror- 
schach Research Exchange and Jcurnal of 
Projective Techniques." These correspon- . 
dents will act as clearing agents for informa- 
tion on unpublished research and as -critics 
for annual reviews of published work. They 
will be corresponding with workers known 
to be engaged in investigation in each of their 
particular fields. Notices about new projects 
or requests for information should be sent 
to the appropriate correspondent, or to one 
of the co-chairmen of the committee: Mrs. 
Pauline Vorhaus, 27 West 86th Street, New 
York, or Dr. Donald Ross, Verdun Protes- 
tant Hospital, Montreal. It is particularly 
requested that anyone engaged in a research 
project which is not known to the correspon- ` 
dents should drop a line stating the plans. 
This system has been organized through no 
wish to monopolize control over Rorschach 
research, but to make possible a continual 
current assessment of progress, and to direct. 
new research into fruitful channels with the 
avoidance of duplication. 


New York Society FOR SPEECH AND 
Voice TurgRAPY.— The first meeting of this 
newly founded society was held on October 8, 
1947, in the Academy of Medicine, at which 
time the president, Dr. Emil Froeschels, 
lectured on the topic, “Should the Speech 
Therapist be a Voice Therapist and Vice 
Versa?". The Society will sponsor monthly 
lectures on subjects of scientific and practical 
interest in the field of speech and voice ther- 
apy. The lectures will be accompanied by 
actual demonstrations of clinical cases. 
Guests will be welcome at all lectures. Gen- 
eral and supporting memberships are avail- 
able; those interested. should write to Dr. 
Froeschels, 133 E. 58th St., New York 22, 
N. Y. or to Dr. D. Weis, 10 W. 6sth St., 
New York 28, N. Y., Chairman of mem- 
bership. 


NEW APPOINTMENTS, U.S.P.H.S.—The 
following commissioned officers of the U.S. 
P.H.S. have been assigned as Consultants 
in Mental Health to the Public Eealth Ser- 
vice District offices: Surgeon Murray A. 
Diamond to District 1, New York, N. Y.; 
Surgeon Curtis G. Southard to District 2, 
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Richmond, Virginia; Surgeon Louis Jacobs 
to District 3, Chicago, Illinois; Medical Di- 
rector Henry C. Schumacher to District 5, 
. San Francisco, Calif.; and Medical Director 

William F. Ossenfort to District 9, Dallas, 
Texas. "X 

The following have been newly appointed 
to the headquarter staff of the Mental 
Hygiene Division: Dr. Raymond V. Bowers, 
as social science research analyst; Dr. John 
C. Elberhard as training specialist in psy- 
chology; Miss Esther A. Garrison as training 
specialist in psychiatric nursing; and Miss 
Pearl Shalit as psychiatric nursing con- 
sultant. : 


. PENNSYLVANIA PSYCHIATRIC SOCIETY.— 
At the ninth annual dinner meeting of the 
Pennsylvania Psychiatric Society, held at 
The University Club, in Pittsburgh, Sep- 
tember 18, 1947, Nolan D. C. Lewis, M. D., 
director of the New York State Psychiatric 
Institute, of New York City spoke on “The 
Special Aims and Organization of a Psychia- 
tric Resezrch and Teaching Center." 
'The following officers were elected to serve 
for the year 1947-1948: 


President: LeRoy M. A. Maeder, M.D., Phila- 


delphia. 

President-Elect: Thomas A. Rutherford, M.D., 
Waymart. 

Secretary-Treasurer: Philip Q. Roche, M.D., 
Philadelphia. 


Councilers for one year: Samuel B. Hadden, 
M.D., Philadelphia, Charles H. Henninger, M.D., 
Pittsburgh, Harold L. Mitchell, M.D., Pittsburgh, 
Howard K. Petry, M.D., Harrisburg. 

Councillors for two years: Edward J. Carroll, 
Jr, M.D., Pittsburgh, Eugene L. Sielke, M.D., 
Philadelphia, Mesrop A. Tarumianz, M. D., Farn- 
hurst. | 

Auditor zor one year: Robert J. Phifer, M.D., 
W oodville. 

Auditor for two years: Elmer V. Eyman, M.D., 
Philadelphia. 

Auditor for three years: Morris W. Brody, M.D., 
Philadelphia. 


NATIONAL Apvisory MENTAL HEALTH 
Councit.—Two new members have been 
appointed to the National Advisory Mental 
Health Council of the U.S.P.H.S. They are 
Dr. Alan Gregg, Director of Medical Sci- 
ences, Rockefeller Foundation, New York, 
and Dr. Karl M. Bowman, Langley Porter 
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Clinic, San Francisco. They are successors 
to Dr. Frank F. Tallman, Commissioner of 
Mental Hygiene, Department of Public Wel- 
fare, Columbus, Ohio, and Dr. George S. 
Stevenson, Medical Director, National Com- 
mittee for Mental Hygiene, New York, 
whose terms have expired and who have 
now been appointed Consultants in. Mental 
Health to the U.S.P.H.S. 


Army MeptcaL Lisrary NEws.—Plans 
are being made for a new Army Medical 
Library Building. The Board to review all 
matters relating to planning and construction 
has been reconstituted, under the chairman- 
ship of the Deputy Surgeon General. 

A change in Army Regulations, dated 3 
July 1947, provides that the Army Medical 
Library shall be headed by an officer of the 
Medical Corps in the status of commanding 
officer with the title of director. 

The Acquisition, Catalog, and Index-Cata- 
logue Divisions are now functioning in the 
space formerly occupied by the Army Medi- 
cal Library Museum on the second floor. 
This brings the processing units of the Li- 
brary together, in proximity to the Reference 
Division and the public catalogs, making 
closer coordination possible. 

-According.to a recent estimate, the Index- 


Catalogue tas to deal with literature printed 


in more than 60 foreign languages, some of it 
in nonroman characters such as Greek, Rus- 
sian, Hebrew, Arabic, Hindu, Japanese, 
Siamese, Urdu, and Chinese. The Editor of 
the Index-Catalogue has decided to lift the 
"iron curtain" of Eastern European, Semitic, 
and Asiatic languages and to supply the full 
English or Western European translation on 
the card prepared for a title printed in one of 
the unfamiliar tongues. | 


THE VIENNA MEDICAL Society.—At its 
principal meeting, June 20, 1947, Die Gesell- 
schaft der Aerzte in Wien, the oldest medical 
society in Austria, founded in 1837, elected 
Dr. James V. May, former president of the 
American Fsychiatric Association, and Dr. 
Clarence B. Farrar to corresponding mem- 
bership. Their names were placed in nomina- 
tion by Dr. Erwin Stransky, professor of 
psychiatry in the University of Vienna. 


BOOK REVIEWS 


Juventte DreLzNQUENCY. By P. S. de Q. Cabot, 
Ph.D. (New York: The H. W. Wilson Co., 


1946.) 


This is an znnotated bibliography compiled by 
the author and includes a large number of titles all 
of which deal with the various aspects of juvenile 
delinquency. Each article or book has a brief re- 
view which can give the reader a brief orientation 
to the content of the article. 

This book skould prove very useful to those in- 
terested in juvenile delinquency, and it contains 
under one covez the brief reviews of a great deal of 
valuable literature. 

Freverick H, Aren, M.D., Director, 
Philadelphia Child Guidance Clinic, 


TurTorRINc AS THerapy. By Grace Arthur, Ph.D. 
(New York: The Commonwealth Fund, 1946.) 


This monograph describes the duties and func- 
tions of the psychologist, the tutor, and the parents 
in a program cf individual teaching of a child who 
has specific needs. It will be useful to teachers and 
‘encouraging to psychologists who are interested in 
this special field. 

Dr. Arthur presents many interesting case 
histories of children with problems in learning, and 
examples of tutors who succeeded and who failed. 
In fact, the well-documented cases form the basis 
of the author’s discussions. “Remedial teaching” 
is more interesting, and is perkaps a better term, 
than "Tutoring as Therapy." The material is well 
prepared; the chapters are clearly and simply 
written. 

The author’s experience has been unusual, ex- 
tending back b2yond the days of the child guidance 
clinics; her opportunities and interests probably 
have been unique in contemporary clinical psy- 
chology. It is good that' she has recorded these. 

The word “therapy” has been overworked and 
exploited. Therapy is the treatment of disease. 
The reviewer has a greater respect for the mean- 
ing of words than many professional groups are 
now displaying. Educating means developing and 
cultivating, expanding and strengthening of men- 
tal faculties; training is forming by instruction, 
discipline, and drill, or establishing in a habit by 
teaching; teaching is showing, guiding, and di- 
recting, or making one to know how; tutoring 
means having guardianship, tutelage, or care 
of. None of these. words have relation to therapy. 
One who educates, trains, teaches, or tutors 
should not labor under the illusion that one is 
treating disease, and it would be disastrous to 
children if they associated these words with the 
treatment of disease. Those who work in the 
fringe of medicine or of psychiatry often sub- 
consciously try to glorify their own professional 
work by expanding or extending their nomen- 


clature. In the end this may be injuriots to their 
professions, as it has been with specialty of psy- 
chiatry when psychiatrists have attempted to in- 
corporate the “fringe.” 

“Tutoring as Therapy” is an excellent work 
for teachers who are especially irterested in chil- 
dren who are in need of more help than the school 
can give. 

Riey H. Gurarw, M.D., 
Norwich State Hospital, 
Norwich, Conn. 


LECTURES ON PSYCHOANALYTIC PSYCHIATRY. By 
A. A. Brill, M.D. (New York: Alfred A. 
Knopf, 1946.) 


‘ 
Dr. Brill, as is well known, is the pioneer in ` 


psychoanalysis in the United States, his studies in 
this field dating from 1907, in which year he joined 
Bleuler’s staff in Zurich. 

In 1924 he gave a course of lectures in psycho- 
analysis at the Pathological Institute of the New 
York State service. These lectures were repeated 
annually, later at the Psychiatric Institute and Hos- 
pital, Columbia Medical Center, as pert of the 
graduate courses in neurology and psychiatry, the 
object being “to show how Freud’s new concepts 
were developed from 1893 to 1929 and how they 
were successively applied to clinical psychiatry.” 
These 10 lectures, in their final form, are presented 
in this book. 

Commenting that American psychiatry, in its 
modern phase, had its beginning in the New York 
State Pathological Institute and its successor, the 
Psychiatric Institute, Dr. Brill reviews the signifi- 
cant phases of recent psychiatric history. He cites 
the pre-Kraepelinian picture, the contributions of 
Kraepelin, “the father of modern psychiatry,” and 


especially the innovations of Meyer in directing the ` 


course of the American school. The author’s ac- 
count of conditions around the turn of the century 
and of institutional life and habits at that time is 
vivid and entertaining and serves to emphasize the 
revolutionary changes that have characterized the 


almost half century of psychiatric history that Dr.. 


Brill has lived through. 
One of the ‘most interesting features of his book 
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is the fact that it reflects throughout his own ex- ` 


perience and his own thinking. He recounts his 
early training in New York, Paris, Zurich, and the 
circumstances that led to his taking up psycho- 
analysis as a career. Bleuler and Jung furnished the 
original impetus and after a year in Zurich he re- 
turned to New York; and that date (1007), as he 
justifiably records, marks "the beginning of psy- 
choanalysis in the United States" A most effective 
feature of Brill’s pioneer work wes his translations 
of the works of Jung and Freud. To the transla- 
tion of the books of the latter especially he tells us 
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that he devoted most of his leisure time for more 
than Io years. Through the instrumentality of Dr. 
Brill, “The Basic Writings of Sigmund Freud” are 
now available to English readers in the Modern 
Library edition (1938). 

In the iectures that form the subject of this re- 
view, both clinical and historical features are com- 
bined, and we find interesting commerts on out- 
standing personalities of the modern period and 
their views and methods. For example, a discussion 
of the symptoms of hysteria gives both the picture 
according to Charcot and the Freudian interpreta- 
tion. We are introduced also to Breuer, Bernheim, 
Stransky, Prince, Babinski, Kretschmer, and many 
others. 

The lectures as printed obviously follow closely 
the form in which they were originally delivered. 
Their easy, almost conversational style, with humor- 
ous touches, makes the reading entertaining as well 
as informative. Within a little less than 300 pages 
the course of the psychoanalytic movement is out- 
lined, together with its theory, principles, and prac- 
tice, in all of which the author has played so con- 
spicuous a part. It is well that these lectures have 
now been preserved in book form. 

l C. B. F. 


Tue EXAMINATION OF REFLEXES. By Robert War- 
tenberg. (Chicago: The Year Book Publishers, 


1945.) 


In this book Dr. Wartenberg has given a very 
clear and concise .descripticn of the chaotic state 


of ideas about reflexes and their terminology, and ` 


his attempz to clarify the situation and bring a more 
orderly conception of reflexes and their proper eval- 
uation has been particularly successful. The enor- 
mous amount of work contained in the small volume 
is deserving of high praise, and the careful way in 
which he has succeeded in bringing a clear picture 
out of the bewildering amount of literature can- 
not be too highly commended. He has been par- 
ticularly concerned with the confusion arising from 
describing reflexes by the name of the man who 
first described them and has demonstrated time and 
again that the man for whom a reflex was named 
was by no means the first one who had, described 
it. His description of the paradoxic reflex is par- 
ticularly tluminating, and his explanation of: all 
reflexes on the basis of stretch reflex is put forth 
with great clarity. As Wartenberg says in his 


conclusion, time alone will determine whether his 


theories are correct. There are only a few typo- 
graphical errors, such as the confusion of prone and 
supine, and the mention of acute supra nuclear 
lesions of the abdominal muscles. It is a book, 
however, that should be part of the armamentarium 
of students of neurology. 
; ; Epwin G. 7 nn. M. D. 


O Psicopragnostico DE RORSCHACH EM EPILEP- 
TICos. By Walderedo Ismael de Oliveira. (Rio 
de Janeiro: Companhia Editora Americana, 
1945.) 


This repcrt is a welcome one, as a fresh Ror- 
schach test investigation in that group of diseases 
that has been known to mankind since the begin- 
ning of history, and concerning which man’s knowl- 
edge is still so unsatisfyingly small. In addition, it 
is welcome as coming from Latin America where 
the test has been seeing energetic use these past few 
years. The investigation not only adds suggestive 
data concerning the personalities of epileptics; it 
also fills in our knowledge concerning the operation 


of the test in diverse cultural areas. 


The monograph opens with a general presentation 
of views concerning the structure of character by 
previous writers and follows with a chapter on the 
Rorschach test. This in turn is followed by a. review 
of the rather scant literature on the test in epilepsy. 

"The. author then reports his own investigation. 
The test was applied to 50 patients in the "Colonia 
Juliano Moreira" (Brazil): 27 women and 23 men. 
This chapter includes the full Rorschach test rec- 
ords of 2 of the patients in the study and the test 
summaries for all of them. The author thus gives 
us a sample of his material, which makes possible 
the judging of his method. One could wish for more 
than 2 full protocols; but even so, it is gratifying 


to have some sample. In all too many Rorschach 


test publications, this desideratum is notable by its 
absence. 

The final chapter presents the results, entirely in 
statistics. These findings make interesting compari- 
son with those of previous students of epilepsy by 
means of the Rorschach test: Rorschach himself, 
Guirdham, Stauder, Borges. Some of these differ- 
ences raise suggestive questions as to the mental 
life of epileptics. Confirmation of previous findings 
concerning epileptics is reported in such important 
factors as the contaminated thinking and low level 
of good quality perception, among the more im- 
portant. Of interest is the high quantity of sexual 
content. 

There is no interpretation of individual records 
in terms of personality structure. The author does 
construct a diagnostic "formula" for the patients 
he studied, derived from the statistical findings. 
This reviewer.can only see formulas for any human 
personality structure as still highly hazardous prop- 
ositions. Perhaps, however, the author does not 
intend a "formula" in the strict sense. Ás a report 
of statistical trend in. the: Rorschach test, in epilep- 
tics, students of the disease and of the test will 
find the monograph a valuable one. 

S. J. Becx, P#.D., 
Michael Reese Hospital, © 
Chicago, Illinois. 
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THE CONCEPTS OF “MEANING” AND “CAUSE” IN PSYCHODYNAMICS? 
JOHN C. WHITEHORN, Batrimorg, Mp. 


There is much that is irrational in the be- 
havior of neurotic and psychotic patients 
which had been considered in the descrip- 
tive age of psychiatry as psychologically 
nonunderstancable and’ therefore insignifi- 
cant, except as evidence of disease. In large 
part the apparently irrational has been found 
intelligible and personally meaningful as re- 
action pattern, in the modern, biologically 
oriented frame of reference of personality 
functions, particularly through the aid of 
the facts brought to light by psychoanalytic 
study of the unconscious. One may say that 
conceptual means have been found to “un- 
screw the inscrutable." We appreciate now 
that even irrational symptoms have personal 
meanings (for the patient although he may 
not tell us or even know it, as well as to the 
psychiatrist). Yet these forms of behavior 
presumably also have causes; and meanings 
and causes are not the same. 

Some psychiatrists profess a belief in 
absolute psychic determinism as a scientific 
dogma, but this is an affirmation of meta- 
psychological faith, not a statement of fact. 
The hypothesis of psychogenesis is not the 
only reason for the close scrutiny of a pa- 
tient's attitudes and the searching of issues 
at stake in his reaction to his situation. For 
the strategy of psychotherapy there is much 
practical value in recognizing the meaning 
of reactions, even though causal explanation 
be lacking. In modern psychodynamic psy- 
chiatry, as distinguished from the preceding 
stage of descriptive psychiatry, one of the 
main principles is to conduct an individua- 
lized study of each patient adequate to point 
up the main recurrent theme or issue of dis- 
satisfaction and.conflict, to assess the in- 
dividual’s currently unused potentialities for 
dealing with this issue and to evoke a well- 
founded and self-assured mode of resolving 
the issue mors satisfactorily. : 

Some persons show perspicacity in dis- 
cerning the themes or issues which make 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y, 
May 19-23, 1947. 


understandable much psychopathology that 
is otherwise apparently irrational. Such per- 
spicacity can be cultivated and made useful 
for psychotherapy. Much of one's super- 
visory assistance to trainees consists in help- 
ing them search and sift their facts and 
sharpen their observations about a patient 
to gain a well-justified formulation of the 


meaningfulness of a situation for a patient 


and the relevance of his reaction thereto. The 
catch-word  "psychogenesis" has become 
something of an impediment in this task. 
The perception of an issue in a patient's life, 
which could clarify the meaningfulness of 
his reaction, is not infrequently misconstrued 
as if it were the discovery of the cause of 
the patient's illness. Some young doctors 
are made foolishly happy thereby, feeling 
that they have "explained the illness" ; some 
others, more discerning, perceive that the 
explanation is not complete, and so, obsessed 
with the fancied necessity for getting a com- 
plete psychogenetic explanation as a pre- 
liminary to therapy, they frantically attack 
the patient again and again, picking him to 
shreds in the ingenious effort to ferret out: 
the true "cause," while neglecting the large 
strategic possibilities of aid to the patient 
which might be rendered through the ap- 
preciation of "meanings" implied in current 
and past experience. 

I wish to make clear that it is not my 
purpose in this discussion to deny the valid- 
ity of the psychogenetic concept. I believe 
that, among the many facts whose combina- 
tion determines the development of a neu- 
rotic or psychotic condition, psychological 
experiences are of critical importance/, One 
could even say, in some instances, that single 
traumatic events are of crucial importance, 
as in some of the combat neuroses. In gen- 
eral, however, we have probably all come to 


. the realization that clinical study seldom re- 


veals a single crucial traumatic event as the 
specific cause of a neurosis. Most commonly 
one finds anamnestically, a wealth of symp- 
tomatic anecdotes, expresswe of the path- 
ological attitude, rather than causative of it. 
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It is also commonly true, in an intensively 
studied and treated case, that many small 
items come to light indicative of a general 
"pressure of many psychogenetic influences 
which kave combined in shaping one’s neu- 
rotic attitudes. It is possible, thus, in a fair 
proportion of thoroughly studied cases, to 
construct a fairly plausible but rather com- 
plex etiological hypothesis for the individual 
case. 

The plausible etiological hypothesis, fi- 
nally elaborated, may, however, be of con- 
siderably less strategic importance in therapy 


than the mutual understanding, reached 


much earlier, by which physician and pa- 
tient both come to understand the meaning 
' of some of the patient's neurotic behavior 
in terms of emotional need, rather than in 
terms ot historical cause and effect. To ar- 
rive at a mutual understanding of the theme 
of a repetitive pattern may provide at once 
.an opportunity for a "corrective emotional 
experience" or an "attitudinal interaction," 
setting into motion powerful therapeutic im- 
pulses. Some physicians are disposed, how- 
ever, by personality and by doctrine, to 
disregard such opportunities to deal with 
meaning, in an obsessive insistence upon a 
routine continuation of the search for the 
cause. In the long run, there is great scien- 
tific potentiality in this obsessive search for 
specific etiology. In individual instances, 
however, the particular patient does not al- 
ways benefit. The patient may thereby suffer 
loss of time, loss of rapport, and loss of a 
helpful zocus for his own efforts. It is im- 
portant in treating the individual patient 
not to miss the opportunities for mutual 
understanding of a meaningful theme, out 
of a scieatific zeal to get all the details pinned 
down rigidly for an etiological hypothesis. 
Particularly if the patient has schizoid ten- 
dencies, such obsessive insistence provides 
one of'the quickest and surest ways of losing 
a therapeutic relationship. 

Personal experiences color professional 
thinking. My own earlier psychotherapeutic 
experiments were with psychotic patients, 
who, in comparison with neurotic patients, 
usually require a more personal support 
and more mature appreciation from the 
therapist, as encouragement to their shat- 
tered egos. One has many opportunities to 
notice ir the early phases of the psychotic 
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patient's progress toward recovery that the 
patient does begin by making tentative and 
hesitating steps of his own. Without some 
spontaneity, the therapist is stymied. How 
to elicit and encourage spontaneity in a con- 
structive direction 1s the most difficult tech- 
nical problem, and in this task the therapist's 
grasp of the potential meaningfulness of the 
life-situation and the meaningfulness of the 
patient's reaction does give opportunity for 
helpfulness at a time before one has been 
able to get from the patient sufficient evi- 
dence to form a valid etiological hypothesis. 
The following incident may serve as a 

example: i 

A manic patient, Robert S., 50 years old, 
a business executive, upon being addressed 
by a certain doctor as “Mr. S.”, repeatedly 
requested that he be called just “Bob.” 
When the doctor inquired into the reason for 
his request the patient replied, “You are my 
superior—you are No. 1.” The doctor then 
questioningly repeated the word “superior,” 
while raising an eyebrow at the same time. 
This resulted in an outburst of seemingly 
incoherent talk, which included the sentence, 
“Well, okay, you are not my superior, so you 
may call me ‘Mr. S?” This little episode 
helped the doctor considerably to under- 
stand the patient’s need in his relationship 
with him, and with other people as well. He 
was a proud, prestige-oriented person who 
resented being dependent and attempted to 
minimize his dependence on the doctor: by 
caricaturing it in a way which is so typical 
of the manic patient. 

A discerning comparison of the patient’s 
attitudes in the current situation, with his 
attitudes during his periods of better pre- 
vious functioning, grows naturally out of 
this interest in issues and attitudes (that is 
to say, meanings), whereas a physician ob- 
sessed with a thirst for discovering “the 
cause,” tends to neglect the therapeutically 
helpful review of the patient’s best period, 
and to focus exclusively on the traumatic 
and the pathological. 

These matters mark out, however, differ- 
ences of emphasis rather than completely 
different principles in the psychotherapy of 
the psychoses and of the neuroses. In both 
there is great importance in timing the steps 
of therapy to fit the need and the mood of 
the patient at a given time. In psychother- 
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apeutic strategy, when one bears in mind 
the meaning or theme of the patient's path- 
ological reaction, there are opportunities to 
evoke memories and attitudes constructively 
useful in reletion to this meaning, but such 
strategic opportunities will be missed if the 
psychiatrist is continually obsessed with the 
necessity to pin down the cause as the pre- 
liminary to psychotherapy. 

Experience in the psychotherapy of neu- 
rotic patients makes one very familiar with 
the patient who has cooperated nicely with 
a psychiatrists efforts to explore early 
memories and emotional traumata, and who 
has arrived at a fairly neat psychogenetic 
formulation, but without benefit in the form 
of personality growth or even relief of symp- 
toms. The intellectual insight, or pseudo- 
insight, of such patients is a dubious benefit. 
It is not infrequently a considerable handi- 
cap to more effective therapy. Such experi- 
ences demonstrate the fallacy of the glib 
phrase: “Fird the psychogenetic cause and 
eliminate it.” As Franz Alexander has ex- 
pressed it, the essence of psychotherapy is 
the “corrective emotional experience.” The 
therapist has a considerably greater chance 
of helping his patient to achieve a "corrective 
emotional experience" if he directs his atten- 
tion to the :ndications of the "meanings" 
implied in the patient's experiences, current 
and past, rather than focussing merely on in- 
dications of potential "causes." 

Since the psychoanalytic school of thought 
has particularly emphasized psychic deter- 
minism and the etiological focus of therapy, 
it would be only natural that one would ex- 
pect to find among psychoanalysts more than 
among other psychiatrists those who are, in 
a doctrinaire way, obsessed with the neces- 
sity to discover the psychic etiology as pre- 
liminary to psychotherapy. It is my impres- 
sion, however, that this doctrinaire attitude 
is more characteristic of the psychoanalyst 
of limited experience. There is still, how- 
ever, a persisting attitude in psychoanalysis, 
carried over from the phase of overemphasis 
"on the intellectual understanding of the 
past that made psychoanalytic treatment al- 
most synonymous with genetic research." ? 


? P. 20. Alexander, Franz, French, T. M., et al. 
Psychoanalytic Therapy, The Roland Press, New 
York, 1946. 
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- For one, concerned as I am, for purposes 
of psychotherapeutic strategy, to place much 
emphasis upon the meaningfulness of neu- 
rotic or psychotic reactions, in terms of the 
themes or issues involved in those reactions, 
it would be somewhat ungracious to appear 
in any way to make unduly critical remarks 
about psychoanalysis, just because some 
analysts have given too exclusive an empha- 
sis to doctrines of etiology. We owe to psy- 
choanalysis, more than to any other method 
or school of psychiatric study, the apprecia- 
tion of meaningful issues in neurctic reac- 


"tions. Historically, this has also been accom- 


panied by many valuable etiologica: studies. 
The principal purpose of my discussion to- | 
day has been, not to deplore the irterest in 
"cause," but rather to deplore, and to seek 


to correct, the haziness of thinking which 


tends to obscure the distinction between 
"meaning" and “cause,” so important for 
psychotherapeutic strategy. 

Etiological research must of course con- 
tinue, and it has better prospects of success 
through the increasing understanding of tlie 


meaningfulness of symptoms. Meaning and 


cause are not mutually cont-adictory; but 
neither'are they synonymous. Thes under- 
standing and practice of psychotherapy will 
be improved by the more general recognition 
of this distinction. 

At the present time there are two special . 
reasons for emphasizing the therapeutic im- 
plications of the distinction between meaning 
and cause. 

One reason lies in public misunderstand- 
ing. Many persons have gotten from the 
movies, novels, and Sunday papers a mis- 
takenly simplified notion that psychiatric sal- 
vation lies wholly in recapturing some spe- 
cific forgotten memory and therebv finding 
and removing "the cause" of emotional ill 
health. The simplicity of this concept and 
the implications of painless magical therapy ` 
give it a special appeal to neurotic patients; 
and a special investment of time, effort, and 
tactful education is now often required to 
circumvent this romantic expectation. . The 
psychotherapist needs to keep in his own 
mind a fairly clear-cut distinction between 
cause and meaning in order to avoid the pit- 
falls set by the patient's misled expectations. 


/ 


292 


A clear distinction also helps to avoid aim- 
less quitbling with the patient about this 
issue. 

The other main reason for emphasizing at 
this time the distinction between “cause” 
and “meaning” of symptoms lies in the 
overcrowded condition in most of the good 
institutions training young psychiatrists. In- 
creased numbers in training dilute the ad- 
visory supervision and favor a tendency to- 
ward didactic patterns. The bright young 
trainee discovers that, in seminar and staff 
conference, interest and approval are aroused 
by casé presentations well padded with so- 
called “etiological” probings in the direction 
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of early memories and traumatic episodes. 
The techniques of personality dissection are 
easier and more spectacular than those of 
plastic reconstruction. If we fail to keep the 
young psychiatrist clearly oriented to cur- 
rent issues and attitudes in the patient’s life, 
we are likely to develop a crop of probe- 
pushers, clever in case presentations but not 
very competent in actual management and 
therapy of real patients. 

The present situation has seemed to me, 
therefore, to require some clarification of 
concepts zlong the lines of the distinction 
herein made between "meaning" and 
"cause." 


SOVIET PSYCHIATRY IN THE POST WAR PERIOD? 


PROF. V. A. GILYAROVSKI 
Member of the Academy of Medical Science of the U. S. S. R. 


Soviet psyzhiatry is passing through a sig- 
nificant period of its development. The end 


of the victorious war gives it an opportunity ` 


to resume peacetime progress. "The problem 
of science is to anticipate and to act," said 
Claude Bernard. It is a question of scientific 
foresight based on the laws governing the 
course of its development. With reference to 
psychiatry this means the necessity of analyz- 
ing everything pertaining to morbidity, in 
order that the essential measures may be 
taken for combating it and for strengthen- 
ing the mental health of the population. 
During the war in the U.S.S.R. there was 
no increase in the number of schizophrenic 
illnesses and of endogenous psychoses gener- 


ally, but there were somewhat more reactive’ 


forms. One should consider, however, that 
the influence of unfavorable factors con- 
nected with the war will continue for some 
time after its cessation. Psychic trauma 
often leaves in the nervous system changes 
which maintain for a long time their morbid 
potentiality. While not at once giving rise 
to definite manifestations in the neuropsychic 
sphere, they may later lead to pathological 
phenomena, particularly if other etiological 


factors are added. The same is true of | 


concussion. . 

But it is necessary to keep in view the fact 
that factors of war cannot be examined only 
in the sense of detrimental influences on 
neuropsychic health. In some cases one may 
speak of the attenuation and suppression of 
morbid manifestations, if only temporarily. 
The behavior of schizophrenics, for example, 
in many cases changed to better adjustment 
in the community and interest in work. The 
general drive for defense work may mobilize 
more healthy aspects in the psyche of the 
mentally ill, giving them a chance to partici- 


1A brief abstract of this paper was printed in 
the American Review of Soviet Medicine, Feb. 1947. 
The Editor, D-. Jacob Heiman, kindly supplied the 
full Russian text and authorized its use. 

The translation was made in the Science Library 
of the Institute of Living, Hartford, Conn., through 
the kindness of the director, Dr. C. C. Burlingame: 
and is presented herewith—Ep. 


pate in the group. With the end of the war 


and the cessation of the stimulating situa- 


tion, the mobilizing influence is falling off 
and what was suppressed is brought to light 
again, sometimes with See force Pan 
previously; 

Past experience indicates that, a:iter great 
wars, as a rule there has been an increase ir 
the number of nervous and mental disor- 
ders. The cause of this has consisted in = 
deterioration of physical health and reducec 
resistance to external noxae; a great role is 


also played by the spread of infectious dis- 


eases, which in the past was a rule in war anc 
in the postwar period. Factors of a psycho- 


logical order are of exceptional importance . 


The increase in morbidity in the period 1914 
to 1918 depended on all these factors, espe- 


. cially on the unpopularity of the war, the con- 


sciousness of the masses of its uselessness 
In the recent war an increase in psychic mor- 
bidity did not take place; but this fact does 
not give Soviet doctors the right to self- 
complacency in the assurance that it will be 
so in the future, even if no measures are 
taken at all. Four years of strenuous work 
under difficult conditions with nervous strair 


trace. If no increase in psychoses occurred, 
this does not exclude the possibility of 
changes in the neuropsychic sphere, not 
emerging in the form of definite illnesses 
but presenting signs of certain disorders ir 
the organism susceptible of becoming defi- 
nite illness under unfavorable conditions. Ir 
this sense one must be very careful of signe 
indicating even small changes in morbidity. 
The experience of past wars compels one tc 
keep neurotic conditions in view particularly ; 
analysis of available data reveals much of in- 
terest along other lines. 

The Psychiatric Institute of the Academy 
of Medicine has analyzed data from Moscow 
psychiatric hospitals and clinics for a period 
of almost 20 years. As regards neuroses and 
reactive conditions, percentages beginning 
with the year 1931 continued on an approxi- 
mately even level: 16, 15, 15, 14, 16, 17, 18. 
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‘and psychic trauma could not pass without a | 
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In the year I941 a significant decrease is 
noted—13.5%, undoubtedly owing to the 
suppression of morbid phenomena and di- 
version of attention to war events. Some in- 
crease was observed in 1944. 

The writer put forward the idea of the 


nervous demobilization syndrome, the severe 


picture cf nervousriess showing itself not 
immediately, under the influence of traumatic 
psychological factors, but later, when there 
is a change for the better and the situation 
does not require the former strain. Such 
pictures could be observed during the war, 
but more often they should occur after it as 
late nervous reactions. 

This Goes not mean, however, that one 
‘should be mindful only of the increase in 
nervous reactions and psychogenic reactions 
in the strict sense, for analysis of the dy- 
namics of morbiditv in time of war shows 
that the change is noticeable in other groups 
as well. 

There are very interesting data referring 
to general paralysis and cerebral syphilis. 
It is not surprising that a gradual decline has 
occurred in primary consultations for general 
paralysis until recently. Figures with regard 
to cerebral syphilis continue at the same 
level except for a slight increase in the last 
years of the war. Wartime conditions were 
rather unfavorable for treatment and of 
course more attention should be paid to 
this now. With regard to citizens 1n places 
formerly under German occupation, their 
greater chance of infection with this illness 
must be kept in mind. 

If one is mindful of the dynamics cf those 
morbid processes which require more am- 
. bulatory than hospital care, one must pay 
more attention to the wartime increase in 
vascular diseases, arteriosclerosis, and hyper- 
tension. 'This is observed both in hospitals 
and clinics. Comparative statistics by year 
are convincing in this respect. The increased 
morbidity due to sclerosis of the cerebral 
blood vessels is sharply distinguished against 
the background of increase in organic forms. 
First of all one is impressed by the almost 
complete parallelism of the curves, reflecting 
the dynamics of cerebral arteriosclerosis and 
organic diseases. As concerns the first, the 
figure holds approximately at the same level, 
between 3% and 4%, in the interval 1930- 
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1940. A significant rise is observed only 
with the year 1942. A still more significant 
increase is shown in statistics from hospi- 
tals—2.6% in 1937, 5.6% in 1944. Hospi- 
tals, of course, deal with the more severe 
cases, whereas clinics reflect the milder 
morbidity. 

For examining more thoroughly the ques- 
tion of the dynamics and causes of the in- 
crease in illnesses, it was considered inter- 
esting to ascertain the corresponding data in 
general hospitals. In every psychosis, en- 
dogenous included, much of the morbid phe- 
nomena has a somatic root. Study. of the 
somatic illnesses from the point of view of 
psychic reactions may assist in determining 
the structure of psychoses and in distinguish- 
ing somatic components in the complicated 
picture. On the other hand, if the study of 
lighter forms of the same illnesses in clinics, 
as compared with hospital cases, promises 
greater success for determining the patho- 
genesis, this is still more true as regards pa- 
tients in the same groups in general hospitals. 


. Here the connection of illnesses with general 


conditions as a whole, and the dependence of 
psychic changes on the somatic, may be 
established even more exactly. Data from 
general hospitals make it possible to demon- 
strate interesting dynamics, correlating in 
many respects with data of separate groups 
of patients in psychiatric institutions. And 
here particularly one observed a significant 
increase ir cardiovascular disorders, gener- 
ally arteriosclerosis and cardiosclerosis. At 
the same time it is hardly conceivable that it 
is a question of new diseases; under the 
influence of nervous, somatic, and neuro- 
vegetative strain, deficiencies become appar- 
ent which were formerly well compensated 
and which may be compensated even now. - 

Common to war dynamics and to illnesses 
of both the somatic and psychiatric series 
are changes in the vegetative nervous system 
in the direction of greater excitability. In 
work with neurotic conditions we always 
kept in mind the fact that under normal con- 
ditions, in a stable, purposeful individual psy- 
chiatrically speaking, the reaction to psychic 
trauma manifests itself, not in depression, 
tears, and behavior characteristic of the hys- 
terical attack, but chiefly in the somatic and 
neurovegetative domain. Not infrequently 
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there arise in those conditions disorders 
which are apparently somatic but depend on 
disturbances of neurovegetative regulation 
rather than on visceral changes. 

One may maintain that psychic morbidity 
is a derivative of general morbidity both in 
the sense of degree of diffusion and of clini- 
cal characteristics. 

On good grounds one may say that the 
more oz less express weakening of somatic 
health, the disorder of vegetative balance 
weakening neuropsychic stability and facili- 
tating the development of disorders in the 
neuropsychic sphere, were a general phe- 
nomencn and should be considered as the 
direct consequence of the war and as afford- 
ing an indication of the orientation which 
medico-prophylactic work shoulc follow. 

The future belongs to children, adoles- 
cents, and the young generation in general, 
a fact which is taken into account by the 
welfare organizations, the more so because 
of certain disquieting signs in their health 
which require particular consideration. These 
signs bespeak the necessity of centering at- 
tention on children, adolescents, and par- 
ticularly workers in industry. Naturally uni- 
versity students should not be forgotten. 
Thanks to the enthusiasm characteristic of 
youth :hey overcame the greatest of diffi- 
culties without any disruption of their neuro- 
psychic stability. But some traces of the 
shocks they endured remain, which might 
under unfavorable circumstances produce 
morbid changes, The Soviet Health Depart- 
ment plans measures also lest young people 
pay in the future for the fact that due regard 
was not shown for their somatic health at the 
proper time and that favorable conditions 
were not created for their life and work. 
Psychiatrists must point out that, in both 
medical and social organizations, special con- 
sideration should be given all adolescents 
and young people, both male and female, who 
formerly tock part in the great war. 

If one has the age index in mind, one 
should contemplate another aspect which for 
various reasons demands consideration in 
planning medico-prophylactic work. We 
have in mind people 45-55 years old. At this 
age a man has come to acquire great ex- 
perience, knowledge, and occupational skill 
in one calling or another. In the masses, he 
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is not only a qualified worker in such and 
such a branch but also head of a larger or 
smaller group. With his help, chiefly, the 


training of new personnel from the young 


generation is achieved. In men at this time 
of life health is on the decline. Not without 
reason have the French created the term. 
"l'homme de la cinquantaine." 

At this age there begins not only sclerosis 
of the cardiovascular system as the expres- 
sion of definite aging, but also physiologica- 
changes with considerable increase of patho- 
logical processes. We spoke above about the 
increase in vascular disorders during the 
war, and this has particular refererce to this 
age. In such cases, one must not lose sight o£ 
the fact that these are people who have ex- 
perienced 2 or even 3 wars and have par- 
ticipated in the struggle against fascism, if 
not at the front, then in defense work at the 
rear. 

A special postwar problem of great state 
importance is the problem of veterans of the 


great war. The achievements of Soviet psychi- 


atrists in the field of traumatic psychoses have 
created a good theoretical basis for the reso- 


lution of practical questions of treatment. 


The investigations of Gurevich, Shmaryana, 
and Golant have contributed much toward 
greater knowledge of clinical aspects of trau- 
matic psychoses, the differentiation of vari- 
ous forms, and the localization of the great- 
est damage in individual cases. Gilyarovski 
has paid great attention to the course and 
remote consequences of trauma. Rochlin and 
Sereiski have established new facts concern- 
ing traumatic epilepsy. The Psychiatric In- 
stitute of the Academy of Medicine, with 
Gilyarovski, Remezova, and Lukomski; have 
devoted attention to the psychic reactions 
in surgical and wounded patients and have 
shown that an inventory of the psychi- 
aspect is of utmost significance for the treat- 
ment of the basic illness. Soviet investiga- 
tors, both those belonging to the Psychiatric: 
Institute of the Academy of Medicine and 
others—Zalkind, Goldovskaya—are compil- 
ing a new chapter in the psychiatry of the 
neuropsychic changes in long-standing extra- 
cranial wounds and also in amputees. Psy- 
chiatrists have utilized physiological factors 
in reestablishing nervous functions in th2 
treatment of the traumatic psychoses. 
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Soviet psychiatrists, however, do not think 
that all theoretical questions, clinical and 
pathogenetic, in this province are already 
solved. The postwar period provides the 
' possibility of utilizing in full measure prin- 
ciples whose importance has been particularly 
put forward in recent times—notably the 
follow-up study. Study of the dynamics of 
traumatic psychosis, with regard particularly 
to the remote consequences, will occupy a 
prominent place in general psychiatric work 
of the postwar period. 

A more accurate definition of traumatic 
encephalopathy, its delimitations and legal 
aspects, 1s among the questions requiring at- 
tention. The application of more delicate 
methods of investigation allows the dis- 
covery, sometimes, of mild changes which 
seem to be a consequence of skull trauma, 
but they remain purely local signs which do 
not give one the right to recognize a psychi- 
atric condition, with all its practical infer- 
ences. Here we see the danger of generaliz- 
ing the idea of illness. With the end of the 
war the question. of exact diagnosis and 
evaluation has not lost its importance, even 
if one has in mind the physical examination 
of recruits for the army ;.but the question 
has acquired particular importance in the 
field of pre-employment medical examina- 
tion. A noncritical attitude as to the impor- 
tance of "microsymptoms" and their over- 
estimatior. may lead even a legal psychiatrist 
into error. 

Experience obtained during the war with 
the study of the sequele of head trauma 
should be used in relation to trauma in time 
of peace. Here one should have in view 
trauma in transportation and in industry. 
For various reasons adolescents are especially 
often involved, and in recent times it has 
been precisely they who have been implicated 
in industry. 

On the prophylactic side, one should also 
direct attention to trauma in the large towns 
as the result of the unusual development of 
street trazüic and different kinds of trans- 
portation. For evident reasons, children are 
particulariy often the victims. The number 
of accidents increases together with the age 
of the children, in other words, with the in- 
crease in activities and mobility. Obviously, 
boys are most often exposed. In regard to 
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consequences of skull trauma in children, as 
compared with adults, there stands out 
most the feature of pathological personality 
development in the sense of excitability 
and egoism.with manifestations of antisocial 
propensities. 

Aiming at the liquidation of the conse- 
quences of war, psychiatrists are not over- 
looking two other groups of people. The 
first is that of demobilized veterans of the 
Red Army. If they are discharged formally 
as free from illness, this does not mean that 
they do not have health deficiencies, par- 
ticularly when it is a question of older age 
groups, of people who have endured all the 
burdens of the war. In a certain portion of 
cases, although they do not have definite 
illness, they do have the seeds of it demand- 
ing treatment which could not be carried out 
at all completely before demobilization. In a 
group of cases it may be a question of pre- 
invalidism, of morbid phenomena bordering 
on genuine invalidism. The importance of 
carrying on sustained work in clinics for all 
veterans is unquestionable. 

The other group, a very numerous one, re- 
quiring attention is that of women—mothers 
and housewives. They remained behind after 
mobilization of their husbands and sons; en- 
tirely alone they accomplished heroic work 
in caring for small children under difficult 
conditions of wartime and they have the 
right to attention to their neuropsychic 
health. 

The direction in which psychiatric work 
should. go in the postwar period may be con- 
sidered essential clear; but undoubtedly 
it should be centralized, offer internal unity, 


be guided by one and the same principle. 


Psychiatry in its development has passed 
through several periods and each of them is 
characterized by some principle. There was 
the period .of custodial psychiatry which 
preceded therapeutic psychiatry. A new 
stage showed the prophylactic orientation, 
occurring after World War I together with 
the October Revolution. Should it be con- 
fined to previous principles or does it neec 
something new? In order rightly to answer 
this question one must bear in mind the 
epoch in which we live and the tasks thai 
arise at the present time. The next period 
wil be crowded with creative work on all 
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sides of life. Therefore restoration alone is 
insufficient therapy and something more 1s 
required. Physicians have created for them- 
selves the notion of euthanasia, painless, 
"happy" death. Mankind was designed not 
to die a happy death, but to live happily. 
Life itself 1s a creation and happiness is the 
satisfaction derived from creation. Instead 
of euthanasia, therefore, one would do better 
to spezk of eubiosis, happy life in creative 
activity, as the goal toward which to strive. 
This is in conformity with one of the points 
of the five-year plan of the Ministry of 
Health of the U.S.S.R.—an increase in the 
duration of life. If one ponders this care- 
fully, it is plain that the entire program is 
for action. Apart from the above-enumerated 
measures for the improvement of sanitary 
conditions on a nation-wide scale, factors 
depending on people themselves do not have 
a small significance. By neglect of one's 
health, inability to organize one's life and 
work, one not infrequently shortens one's 
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own life, and the life of others as well, 
by unwillingness and incapacity to conside- 
their interests. 

Here. again one should recall the rôle of 
psychic factors, the meaning of which was 
so vividly exposed in the experience oz the 
great war. Ambroise Paré said that happy 
people are ill less and live longer. The gay 
temperament may be not only of a constitu- 
tional nature but also the result of a better 
somatic state, favorable conditions of life 
and work, and satisfaction in the latter To 
the creation of such conditions for creative 
work, psychoprophylactic effort should also 
be aimed. One needs to understand the idea 
of creative work in its broadest possible sig- 
nificance. It embraces the work of schoat 
children, the work of university students, as 
well as work in industry and general partici- 
pation in constructive work in one fied or - 
another. Before Soviet physicians stands the 
problem of elaborating a mental hygiene 
under new conditions. 


FIRST YEAR ANALYSIS OF VETERANS TREATED IN A MENTAL 
HYGIENE CLINIC OF THE VETERANS ADMINISTRATON * 


S. FUTTERMAN, M. D., F. J. KIRKNER, Pu. D., anp MORTIMER M. MEYER, Pu. D. 
Los Angeles, Cal. 


The Los Angeles Mental Hygiene Clinic 
of the Veterans Administration had its be- 
ginning on June 26, 1945, and 1s the first 
clinic of its kind in the Veterans Adminis- 
tration ; cthers are now in operation in stra- 
tegic centers with still more to follow. This 
is an outpatient clinic for treatment of the 
service connected emotional casualties of 
World War II. It has the responsibility for 
the entire outpatient neuropsychiatric service 
in the Los Angeles Regional Office. Its pur- 
poses are to provide early treatment, while 
there are elements of anxiety present and 
thé symptoms are reversible, and before the 
anxiety becomes too well channelized into so- 
matic symptoms with too much secondary 
gain and intractability, and when psycho- 
therapy is likely to be most effective ; to guide 
the severely mentally ill into suitable voca- 
tions and avocations ; and to alleviate pres- 
sures from their environment and in this 
way prevent repetitive and prolonged hospi- 
. talization. In a long range program the im- 
pact of such clinics as this should be felt in 
combating neuropsychiatric illness and the 
. promotion of mental health. 

It 1s probable that the intake load will 
level off while the treatment load will con- 
tinue to mount because of the time required 
even for a short term individual psycho- 
therapy which is the predominant method 
of therapy. Group therapy, the various drug 
therapies and hypnosis are also used in an 
adjuvant capacity. The staff includes psy- 
chiatrists, psychologists and psychiatric so- 
cial workers in the ratio of 1:1:2. 

since tae beginning of the fall semester 
of 1945, the clinic has had in training psy- 
chiatric social workers from the University 
of Southern California, and from the spring 
semester of 1946, psychology students from 


i Published with permission of the Chief Medi- 
cal Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no respon- 
sibility for the opinions expressed or conclusions 
drawn by tae authors. 
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the University of California and the Uni- 
versity of Southern California. Since the 
fall of 1946 the training program includes 
psychiatrists, psychologists and psychiatric 
social workers in conjunction with the local 
universities. 

Referrals are made from the various 
Veterans Administration facilities, from 
community social agencies, veterans service 
organizations and educational institutions. 
The patien?'s first clinic contact is with the 
receptionist, who makes an appointment for 
him with the psychiatric social worker. The 
psychiatric social worker takes the initial 
interview to ascertain the patient’s problem 
and to prepare him for treatment. The chief 
psychiatrist is responsible for assignment of 
all cases. Treatment staff conferences are 
held at regular intervals to point up our 
methods which vary with the patient. 

Since the clinic opened, data have been ac- 
cumulated on a sample of 493 cases. There 
is a sampling of 178 cases from June 26, 
1945 through December 31, 1945 and a 
sampling of 315 cases from January 1, 1946 
through June 30, 1946. From here on these 
samplings will be referred to as "full year," 
“first half" and "second half," respectively. 
A form was prepared and the data were 
taken at intake and at the closure of the case. 
These data represent various kinds of in- 
formation such as age, marital status, etc., 
which is recorded in the claims folder con- 
taining the medical record of the patient, as 
well as his attitudes when he appears at the 
clinic. In some tables the total clinic group 
is shown and, in addition, a psychoneurotic 
group. This psychoneurotic group has been 
segregated on the basis of the army diagnosis 
of psychoneurosis at the time of discharge 
although we may have found it necessary in 
some cases to changé the diagnosis. This 
segregation was made so that we might com- 
pare our data to comparable data of army 
discharges of enlisted men for psycho- 
neuroses. 
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charges to our clinic cases of psychoneu- 
roses. This is particularly in evidence for 
the age group of 20 and under, as shown in 
Table x. In comparable samples for the 
clinics and the army discharges for psycho- 
neurosis, it is shown that we have orily 
26.9% of those 24 years of age and younger, 
while the Army discharged 40.5% in this age 
group. A part of this age shift into older 
groupings may be due to the length of time 
out of service, since 41.2% of the patients, 
as shown in Table 10, were out of the service 
a year or more before they sought treatment. 
It is interesting to observe that the largest 
percentage ior psychoneurotic cases in the 
clinic is 33.5 for 25-29 age group while the 
largest percentage for the total clinic 1s 38.3 
in the 20-24 age group. The table further 
indicates that the psychoneurotic is likely to 
come for treatment at a later age than those 
in general in other neuropsychiatric diag- 
nostic categories. | 











TABLE 1 
Ace DISTRIBUTION COMPARED WITH Army NP DISCHARGES AND TOTAL POPULATION 
Clinic Army (2) 

Psycho- NP Total 

Total neuroses * discharges population 

Age Percent Percent Percent Percent 
Under 20 years........ eee eere : 0.7 7.0 II.5 
20-24 VOAS sero pep at aie erus 38.3 26.2 32.6 41.0 
25-20  VEAES 45 bake ve V ALOTU A Vs es 25.7 13,8 *« 25.7 25.5 
20-34 Years: 2o E S eases RS 19.1 25.5 20.6 13.5 
35 years and OVEr... cc ce eee eee eee 15.8 C JAI 13.2 7.6 
100.0 100.0 100.0 100.0 


* Army only, excluding commissioned officers. 


DATA 


Braach of Service.—Cases have been ac- 
cepted from four branches of the service— 
74.670 from the Army, 20.3% from the 
Navy, 3.9% from the Marine Corps, and 
1.1% from the Coast Guard. 

In comparison with the relative strength 
of the Army and Navy at the 1945 peak(r), 
these figures point to a proportionately larger 


number of veterans from the Army than 


from the Navy and may reflect the more 
careful selection of naval personnel. 
Age.—F or the most part there is a shifting 
to older age groups from the total army 
population to the army psychoneurotic dis- 


Sex.—The ratio of 1 female to 9 or ro 
males in the clinic is markedly out of propor- 
tion to the relatively smaller number of fe- 
males in military service(1). Further, our 
data reveal that more than twice as many 
psychotic females as males came to the clinic 


for treatment. 


Marital Status.—Table 2 shows a striking 
difference in the marital status of our psy- 
choneurotic group and the army discharges 
for psychoneuroses. In our group 41.9% 
were married at the time they came to the 
clinic as compared with 31.2% of the com- . 
parable army group. Although the latter 
shows a slight tendency toward the broken 
home, our group shows a definite increase 
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of divorces and separations at the time of 
intake. Many of our cases come in with 
problems of marital discord as the precipitat- 
ing cause for clinical services. 
Educanron.—lu Table 3, our cases defi- 
nitely show.a considerably higher educational 
level thar. do the army discharges for psycho- 
neuroses. This might suggest drive or aspira- 
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low even after taking into consideration the 
large number of students and the fact that 
man power démands at these times have 
been for the most part on an increase. This 
definitely indicates the importance, from an 
economic point of view, that maladjusted 
veterans should receive treatment as soon as 
possible. Many of our patients do either 


TABLE 2 


MARITAL Status COMPARED WITH ARMY NP DISCHARGES AND 
' Toran ARMY POPULATION 














Clinic Army (2) 
Psycho- Total 
Total neuroses * discharges population 
Percent Percent Percent Percent 
Single UL uae rA 50.4 47.3 63.4 50.9 
Married. sass ssiesees 38.0 4I.0 31.2 38.0 
Divorced, 20. 2142865 7.5 0.5 2.5 1.4 
Separated ............ 2.8 1.3 0.5 0.5 
Widowed i2 9 xs 0.4 0.0 2.4 0.2 
I00.0 100.0 100.6 100.0 
* Army only, excluding commissioned officers. 
TABLE 3 


EDUCATION COMPARED WITH ARMY NP DISCHARGES AND TOTAL ARMY POPULATION 
(FULL Year) 


Elementary school only (grades 1-8)........ 
Heh SChOOl os ase eoa Eg obe twas es ioa ara 
College (including postgraduate work of x year 

or more) 


& * e * Po ^ 9 9» 9 » 8 * * 8 4 OG 9 » EF € P P P P * 9 9 9 9 9 c a 


* Army only, excluding commissioned officers. 


tion both in the educational field and in seek- 
ing therapy. If primarily those with greater 
educational achievement seek therapy, it 
might be desirable to develop a program to 
reach the others with the lower level of in- 
telligence or educational achievement, unless 
it is found that these latter may more readily 
fall into their prior way of life, which allevi- 


ates or does not further complicate their 


neuropsychiatric disability. 
Employment.—On the whole, our cases 
shown in Table 4 represent poorer employ- 
ment adjustment before induction into ser- 
vice thar: army psychoneurotic discharges. 
At the time that our patients appeared at 
the clinic the incidence of employment was 














Clinic Army(2) 

Psycho- "Total 

'Total reuroses * discharges population 

Percent Percent , Percent Percent 

10.2 11.8 43.4 30.9 
63.6 63.2 45.1 53.2 
26.2 25.0 ILS 15.9 
106.0 100.0 100.0 i00.0 


secure jobs or become students as they be- 
gin to taper off or terminate treatment. 
Source of Employment.—As shown in 
Table 5, our patients appear to be a little les: 
versatile in making contacts for employmeni 
than the army discharges for psychoneu- 
roses. Fewer return to the old job and 


fewer got jobs on their own even after tak- 


ing into consideration the larger percentage 
of students in. our group. These facts maj 
be due to the incapacitation of the emotiona 
disturbance felt by the person himself anc 
his inability to establish satisfactory per 
sonal relations. ' 

Medical Discharge.—There is believed tc 
be a trend among employers to place les: 
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emphasis than formerly on the medical dis- 
charge for reuropsychiatric disability in em- 
ploying veterans; yet 19.7% of our cases, 
as shown in Table 6, reported that the medi- 
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of the disability and its effect upon the per- 
sonality may be a greater determinant for 
some veterans. However, we feel that ir 
many cases, the satisfaction and security of 


TABLE 4 


COMPARISON OF PnaE-INDUCTION EMPLOYMENT WITH PRESENT EMPLOYMENT 
FOR THE CLINIC AND FOR ArMy NP DISCHARGES 
(Second HALF) 





Clinic Employed Unemployed Students Total 
Total Percent Percent Percent Percent 
Before induction ............ 79.6 17.2 3.2 100.0 
At Present: 2. vo elu sowas sae 33.4 41.3 25.3 100.0 
Psychoneuroses * 
Before induction ............ 85.9 12.6 1.5 100.0 
At present 2... rovs vs 46.9 33.1 20.0 100.0 
Army NP discharges (2) 
Before induction ............ .93.7 38 2.5 IOO.0 
At present 205055 oo xn er es 85.9 I3.I 1.0 100.0 - 
* Army only, with commissioned officers excluded. l 
TABLE 5 
SOURCE OF HELP IN FINDING EMPLOYMENT (SECOND HALF) 
Clinic Army (2) 
Psycho- NP 
Total neuroses * discharges 
Source of help Percent Percent Percent 
Returned to old job.................. 14.2 23.0 33.0 
Secured new job 
ING DOlG: usu wee es ae Wonca 13.9 14.6 41.6 
USES tute atest owe laes De inr cone 3.5 3.1 8.6 
Veterans Administration .......... 0.0 0.0 6 
Selective Service ............... eee 0.0 0.0 7 
American Red Cross................ 0.0 0.0 6 
Friends or relatives................. 5.0 3.8 6.1 
Others uoi ood rin Deed Pr rEoP NODIS 3.0 3.8 1.8 
Unemployed: «eos aviaire ES YVES ek 36.5 30.I 7.0 
(Students). ues RACER EROR 23.0 21.6 
100.0 100.0 100.0 
* Army only, excluding commissioned officers. 
TABLE 6 


TEHE RELATION or MEDICAL DISCHARGE TO EMPLOYMENT JOB OPPORTUNITY 


(Second HALF) 








Medical discharge reported to eliminate job opportunity.. .. 


* Army only, excluding commissioned officers. 


cal discharge prevented them from getting 
employment one or more times. In the fur- 
ther analysis of the data, it is suggested that 
there may be a more compelling factor than 
the medical discharge itself in certain cases 
as indicated by the drop to 13.8% for psy- 
choneurotic cases and an increase to 50% in 
all other Ciagnostic categories. The severity 


Psycho- 
neuroses * Others Total 
Percent Percent Percent 
13.8 50.0 19.7 


employment resulting from careful place- 
ment have an alleviating effect upon the emo- 
tional disturbance. The potentialities of each 
veteran should be matched with employment 
opportunities rather than placing emphasis 
on the medical discharge in referring and 
hiring. 

Health—Self-estimation of health prior 
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to service was considered good by 81.196 of 19.1% of the clinic cases were born in Cali- 
the total cases and 78.1% of our army psy- fornia and that 61.6% "were inducted in 
choneurctic group as compared with 48.4% California. A migratory tendency may be 
of the army follow-up studies, as shown in significant in some of these cases as a part 
Table 7. This is evidence for the g-eat attri- of the neuropsychiatric pattern of malad- 
bution of poor health to the service. Our sta- . justment, as well as resulting from a general 
tistics redect the feelings of the patient be- trend in shifting of population. 
fore treatment. After they are in treatment Grade—In general, our clinic cases are 
for a short time, many are able to admit that likely to be of a higher military grade dis- 
their feelings of having poor health ante- tribution than that of the Army and espe- 
dated service. cially the army discharges for psychoneu- 
NP Contacis.—Of the clinic cases 9.3% roses. In our psychoneurotic group 21.3% 
reported receiving some amount cf neuro- are at the grade of private as compared with 
psychiatric treatment prior to service. It is 70.2% of those in the follow-up group, leav- 
of interest to note that among these cases ing respectively 53.9% to 15.9% above the 
there was only one psychotic. The percent- grades of private. In comparison, then, with 
.age is rather high and might raise the ques- the grádes of the general psychoneurotic dis- 
tion of the desirability of screening at in- charges there is a definite tendency of the 
duction on the basis of this factor. Orienta- higher grades to be more active in seeling 
tion to psychotherapy prior to service may clinical services. Among the commissioned 
make it easier for the patient to resume officers the clinic statistics show 5.9% for 
treatment at this time. | the army and 1.0% for the navy. 
Migration.—The population shift to Cali- Foreign Service.—Oft the total clinic cases 
fornia is indicated by the facts that only for the “second half,” 67.6% had foreign 
i service and 31.1% of cases with foreign 
TABLE 7 service were in combat. This indicates a 
^. relatively Ligh percent of NP disability for 
SrLr-EsrrMATION OF HEALTH PRIOR TO SERVICE combatants when it is considered that there 
ees ies Has) DISCHARGES was more careful screening for combat per- 
sonnel thar for others. 











serait nd Length of Service.—Table 9 for the first 

isa PS eaa half shows that 70.0% of the clinic -cases 

Estimation Percent Fercent Percent spent one or more years in the service with 

Good ......... 81.1 , 783 484 25.6% serving from 2 to 3 years. We might 

Far .2.2. 10.1 21.9 42.8 consider the period of 3 to ọ months with 
POG! Soc vena 2.8 0.0 8.8 ; 7 

21.7% as being another critical period repre- 

100.0 100.0 100.0 senting the threat of combat and danger. In 


* Army only, excluding commissioned officers. a short war of one year approximately 70.096 


TABLE 8 


ARMY MILITARY GRADE COMPARED WITH THE Army NP DISCHARGES AND THE TOTAL 
Army POPULATION (FuLL YEAR) 














Clinic Army(2) 

Psycho- NP Total 

Total neuroses * .discharges population 

Grade . Percent Percent Percent Percent 
Private (including Aviation Cadet).. 34.1 21.3 70.2 40.2 
Private, First CIa58..25 2c eee scans 18.3 _ 248 13.9 21.0 
Corporal (including Technician, Fifth 
DELEI caus E eceseed vines tes 14.9 21.3 9.0 18.3 
Sergeant (all grades) ............ | 268 32.5 6.9 20.5 
Commissioned Officers ..... GE aS Vales 5.9 iu luo eae 
100.0 100.2 1000 . 100.0 


^ - 
ae 


 ''* Army only, excluding commissioned officers. 
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of our cases would make a passing adjust- 
ment to military life. 

Time Out of Service —Although the clinic 
had been in operation 6 months before these 
statistics were taken, and as is seen from 
the varied initial sources of referrals that 
the clinic is well known, only 12.2% sought 








TABLE 9 
LENGTH OF SERVICE (First HALF) 

. Time Percent 
Less than three months........ 3.3 
‘Three to six months.......... 10.0 
Six to nine months........... 11.7 
Nine months to one year...... 5.0 
One to two Years... sesseeeees 19.5 
Two to three years........... 25.6 
Three to four years........... 15.5 
Four years and over.......... 9.4 
100.0 

TABLE 10 

Time Our or Service (Seconp HALF) 

Time Percent 
One month or less............ 1.3 
One to two months.......... 4.4 
Two to three months......... 6.5 
Three to six months.......... 17.7 
Six to twelve months......... 28.9 
One to two years........ eee 23.2 
Two years and over.......... 18.0 
100.0 


some kind of help leading to the clinic within 
the first 90 days out of service. This sug- 
gests an attempt on the part of the patient 
to regain equilibrium and a solution on his 
own before seeking treatment. 

Diagnostic Disiribution.—Table 11 shows 
that about 9.0% of these cases are psychotic 
and therefore are potential hospital cases; 
but the fact that they can be carried by an 
outpatient clinic reduces proportionately the 
need for hospitalization among the dis- 
charged neuropsychiatric cases. Over half 
of this group were discharged from mili- 
tary service with a diagnosis of psychoneu- 
rosis, but our further study indicated evi- 
dence of psychosis. There is a large percent- 
age of our cases in which anxiety symptoms 
predominate and are the motivating factors 
in seeking psychotherapy (note: 131 anxiety 
states—56 anxiety hysteria). 

Closures—Table 12 shows the type of 
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closure of 64.9% of the treatment cases. As 
“recovered” connotes a character reforma- 
tion and requires long term therapy, which is 
not considered the function of the clinic, this 
category is most likely to be small, The | 
2.396 of recovered cases would include 
manic-depressive, depressive phase, cases. 


"Ihe 34.8% “improved” cases indicates re- 


coverability to the extent of a satisfactory 
social and economic adjustment. It is felt 
that the patient is as good as, or better than, 
when he entered military service. His con- 
flicts are resolved to a large extent. "The 
22.7% cases receiving "maximum benefit" 
were those showing some forward movement 


TABLE 12 


CLosunEs (Second Harr) 





Percent 
Recovered .....essnosasanrses 23 T 
InproVed. uice. dominika EAT 34.8 
Maximal benefit ............. 22.7 
Unimproved ...2.. 2 ve n 0.1 
Failed to return........... es 31.1 

100.0 


during treatment, but because of well chan- 
neled defenses, could only go as far as their 


ego potentiality. This includes psychotics, 


psychopathic personalities and deep seated 
character neuroses. In the 9.1% “unim- 
proved” cases, therapy was ineffective. The 
31.1% cases that “failed to return” regis- 
tered a desire for treatment end were placed 
in treatment status but failed to appear for 
psychotherapy at all or discontinued after 
treatment began. Although this group ap- 
pears to be large, we have no figures for 
civilian mental hygiene clinics to compare 
it with, but it is our impression that they 
will be equally high. 

Status of Cases.—Of the cases coming to 
the clinic 21.6% were placed in their diag- 
nostic categories but did not receive treat- 
ment, for the following reasons: (a) ir- 
eligible for treatment, (b) not presently 
accepting treatment, (c) seeking other than 
clinical services, (d) recommended for hos- 
pitalization, (e) consultations rendered to 
other sections of the Veterans Administra- 
tion, e. g., vocational rehabilitation, (f) re- 
ferrals from us to either community or other 
Veterans Administration resources. Of the 
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TABLE 11 
DIAGNOSTIC DISTRIBUTION 
l First Second 
Psychoneuroses half . half Total 
Hysteria Laxencueioda iov EO eoe EM p UR I Y 2 
Anxiety hysteria veicueecwesesdechoesesw eM PER ED NES 33 23 56 
Neurasthenia .......... purus DEN AEN i ri I4 
Anxiety stdte ceret ers veio acides s re Te 35 96 131 
Hypochondriasis ........ Pur DET RR 8 0 17 
Reactive depression ........ccccccececcsacsecs deles 2 i 9 
Mixed psychoneurosis ....... OI PENA ETA T 2 21 25 
Conversion hysteria, anesthetic type............l esses. I I 2 
Conversion hysteria, paralytic type. ..............----- I 2 3 
” Conversion hysteria, hyperkinetic type............. ses. 5 II 16 
Conversion hysteria, paresthetic type............. seus. 2 Q 2 
Conversion hysteria, autonomic type.......... llle. 0 7 7 
Conversion hysteria, amnesic type...........s esee. 3 0 3 
Conversion hysteria, mixed hysterical psychoneurosis. 2 16 18 
Psychasthenia, obsession ............. eee eere. 3 5 8 
Psychasthenia, compulsive tics and spasms............ 3 7 IO ' 
Psychasthenia, Phobia copie yea EE erie ERA Regia I 2 3 
Psychasthenia, mixed compulsive states..... ETERN 3 5 8 
112 222 334 
Psychopathic Personality 
With pathological sexuality....:............ e 4 8 - 12 
With pathological emotionality............ RAO T" 25 47 
With asocial or amoral trends deep Re S ors Le UN 5 ' 0 5 
Mixed type . en ———Á—— 0 1 I 
31 34 65 
Frimary Behavior Disorders 
Simple adult maladjustment.......... — HI poe 4 13 17 
Diagnosis Undetermined .......ccsececnnceees (aree deos 8 9 17 
Fsychoses 
Manic-depressive, manic type......... eee eee TE I 2 3 
Manic-depressive, depressive type........... i nidi. o I I 
Manic-depressive, mixed type............. MU edu TIT 2 0 2 
Dementia praecox, simple type........essee seer eeeenee 4 II 15 
Dementia praecox, hebephrenic type................... EE 2 3. 
Dementia przcox, catatonic type........... eee eee eee o 2 2 
Dementia præcox, mixed type. .......ssessssesesereses 6 6 12 
Involutional psychosis, paranoid type..... — bud Vals I o I 
Involutional psychosis, melancholia......... "ee (e I I 
Involutional psychosis, unspecified. . DCN 0 I I 
Paranoid conditions ............... diese Nene Sas 0 I I 
Post-traumatic cerebral syndrome T TIT 0 2 2 
I5 29 44 
Without Psychoses 
Epilepsy. duty EHE RTACRRERRKERR e de CK aa pde 3 5 8 
Alcoholism ........... —————— eee 4 3 7 
Drug addiction ....... jns "———— HD I Oo 1 
8 8 t6 
Pind! totals Soossu bec d do ds o Lieto EE O een UM 315 493 
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78.4% treatment cases, 64.9% have been 
treated and closed and 35.1% are still in 
"treatment status. 


SUMMARY OF DATA 


Data were accumulated for a sampling of 
493 cases in the Los Angeles Mental Hy- 
giene Cliric from June 26, 1945, through 
June 30, 1946. There were 178 cases from 
the period of June 26, 1945, through De- 
_ cember 31, 1945 and 315 cases from January 
I, 1946, through June 30, 1946. The data 


- - were tabulated and converted into percent- 


ages. Certain items were compared with the 
army population findings on the follow-up 
study of discharges for psychoneurosis. Ac- 
cording to the time intervals during which 
the data were accumulated the treatment of 
our statistical data led to the following 
generalizations : 

I. Our case load has increased steadily 
since the inception of the clinic and the 
intake has shown marked augmentation as 
we have had personnel and adequate facili- 
ties to handle the load. 


' 2. The clinic serves veterans with neuro- 


psychiatric disabilities who have served in 
the Army; Navy, Marine Corps, and Coast 
Guard. 

3. Those veterans seeking therapy for 
neuropsychiatric disabilities are likely to fall 
in an older age grouping than those among 
the army psychoneurotic discharges in the 
general population. 

4. The percentage of female cases is 
greater than the proportion of females to 
males in the armed services. 

5. There are more married veterans and a 
greater number of divorces and separations 
among those seeking clinical help than among 
the army psychoneurotic discharges in the 
general population. 


6. The educational level of our case iS. 


considerably higher than a representative 
sampling of the army psychoneurotic dis- 
-charges in the general population and total 
normal army population. 

7. The neuropsychiatric cases appearing 
for treatment show a poorer employment 
adjustment both prior to service and after 
discharge than the army psychoneurotic 
discharges in the general population. 
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8. Veterans who appear for psycho- 
therapy are less likely to return to their old 
job, less likely to find employment on their 
own and more likely to be unemployed than 
army psychoneurotic discharges among the 
general population. 

9. The medical discharge for a neuro- 
psychiatric disability is still an obstacle for 
this group of veterans in securing emplcy- 
ment. 

IO. The clinical cases reported that their 
health was better prior to service tban 
veterans of the general psychoneurotic dis- 
charge population of the Army. . 

II. About 10% of the clinical cases re- 
ceived some kind of neuropsychiatric treat- 
ment service prior to entering the military 
forces. 

I2. There is a marked shift of population 
to Los Angeles and vicinity among veterans 
with neuropsychiatric disabilities both prior 
to service and after discharge. 

I3. The military grade of those seeking 
neuropsychiatric treatmen: is likely to be 
much higher than the general population of 
the army neuropsychiatric discharges and 
total population of the Army. 

. I4. Approximately two-thirds of '^the 
veterans seeking neuropsychiatric facilities 
have had foreign service and nearly half of 
those who have had foreign service have 
been in combat. 

I5. Over two-thirds of the clinical cases 
have served in the armed forces one year or 
more. 

16. Better than three-fourths of our 
clinical cases did not seek neuropsychiatric 
treatment until after they had been out of 
service for 3 months or more. : 

17. Treatment of neuropsychiatric dis- 
abled veterans on an outpatient basis re- 
duces the number of haspitalizations end 
social and economic incapacities accompany- 
ing such disabilities. 
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PSYCHOSES ASSOCIATED WITH THE ADMINISTRATION 
. OF ATABRINE 


. MARVIN F. GREIBER, M. D.: 


INTRODUCTION 


The administration -of atabrine to our 
troops serving in endemic malarial areas was 
carried out on a large scale during the recent 


war. This drug was administered in thera- 


peutic dosages for the treatment of malaria 
and in suppressive dosages to prevent the 
occurrence of clinical malaria. 

Gaskill and Fitzhugh? in 1945 reported 

35 cases of toxic osychoses following the 
administration of atebrine in the treatment of 
malaria. 
. The author, durirg the period from June, 
1944, to November, 1945, while serving in 
the India Burma Theatre, observed 43 cases 
of psychoses in which atabrine was felt to be 
of etiological importance. 


METHOD OF STUDY 


The evaluation of a psychosis can only be 
accurately made after a thorough study of 
the individual. The study and observations 
` made during the psychosis, the physical find- 
ings and laboratory data should be supple- 
mented by data which will give further clues 
to the individual's basic personality and his 
adjustment to environment, both civilian 
and military. 

In order to study thoroughly the reactions 
encountered, the cases were investigated in 
the following manner: 

I. Complete neuropsychiatric history of 
the patient. 

2. Detailed historv from the unit cahe 
to adjustment in the unit; ability to get along 
with other men; date atabrine suppressive 
therapy was started; onset of the psycho- 
sis—acute cr gradual; conflicts, if any, just 
prior to onset of psychosis ; the picture the 

patient shoved prior to entrance to the hos- 
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pital; and ail information referable to the 
patient as recorded i in his service record and 
files. 

3. Complete social history from the Zone 
of the Interior. 

4. Detailed observations of the clinical 
course. 

5. Blood atabrine studies. 

6. Retestirg in a number of cases. 

7. Patch testing for possible sensitivity 
to atabrine. 

8. Review of cases seen plus the acquiring 
of data not p-eviously obtained in cases seen 
prior to the inauguration of the detailed 
study. 

9. The division of cases into two groups; 
those who developed psychoses after the ad- 
ministration of massive atabrine therapy for 


- malaria (2.8 grams of atabrine in 7 days) 


and those who developed reactions during 
the course of suppressive therapy (.1 gram 
daily). 


INCIDENCE OF PSYCHOSES AND 
PSYCHONEUROSES 


The incidence of psychotic and psycho- 
neurotic reactions will, of course, vary, de- 
pendent upon the stress and strain to which 
a given.number of troops are subjected in an 
overseas assignment. From October, I944, 
to the conclusion of the present study on the 
atabrine psychoses, the 234th General Hos- 
pital serviced a definite geographic area. As 
this hospital was the only one which had 
facilities for the treatment of psychotic pa- 
tients, all psychotics were immediately evac- 
uated to the hospital either by ambulance or 
plane. In addition, all psychoneuroses need- 
ing definite therapy were sent there for treat- 
ment. As a result it was possible to study 
all psychoses that occurred in the area over 
this ten months' period. 

The author had been in the € 
area with the troops being studied for a 
period of 24 months, and therefore was 
qualified to evaluate factors which might 
cause a rise in the incidence of psychiatric 


1947 | 
casualties. It may be stated that conditions 
that might have contributed to psychiatric 


breakdowns had improved rather than the 
contrary during this period. Living condi- 


tions, recreational facilities, post exchange : 


supplies, better food and measures to coun- 
teract monotony and discontent had been 
instituted and had become increasingly bet- 
ter as time passed, and therefore should 
logically have helped the soldier to adjust 
more satisfactorily. In addition, the greatest 


percentage of troops had been in the area 
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12 to 14 months, during which time it could 
be expected that the seriously maladjusted 
and the psychotics would have been weeded 
out, 

On February 15, 1945, a new factor was 
introduced, namely, atabrine suppressive 
therapy, and 37,589 troops who had never 
previously taken the drug (except those 
treated for malaria) were placed on this 
suppressive schedule. From October 1, 1944, 
to March r, 1945, the diagnosis of a psycho- 
sis was made in 21 patients, a monthly aver- 
age of 4.2 patients per month. In March, 
1945, 15 psychotics were admitted to the 
hospital, the increase in the admission rate 
being well stabilized through July, 1945, as 
is illustrated in Graph I. This rise, in view 
of improvement in the environment, was felt 
to be due to one factor—the institution of 
suppressive atabrine therapy. 
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During the period of this study the psy- 


choneurotic admission rate failed to show 


-- 


significant change. 


THE ATABRINE FACTOR 


In the study of the early cases it was 
discovered that the greatest percentage cf 
cases occurred in individuals who definitely 
gave histories which would predispose them 
to mental disease, either in the psychoneu- 
rotic or-the psychotic group. 

Because of this factor we postulated the 
“atabrine factor,” dividing cases into two 
categories: (1) Primary group—those indi- 
viduals who from all data obtained proved 
to be well balanced and who would fall in the” 
normal group from a psychiatric standpoint. 
(2) Trigger group—those individuals, who 
from their histories might fall prey to mental 
disease if the proper "trigger" mechanism 
were introduced, the atabrine being not the 
primary factor but merely the trigger mecha- 
nism for the production of a psychotic re- 
action. 


Suppressive group 
Primary ó "Trigger 28 


Massive group 
Primary 3 Trigger 6 


When the basic personalities of the in- 
dividuals in the trigger group were analyzed, 
they fell into the following categories: 


Massive Suppressive 

group group 
Cyclothymie aissicevsaan 4 7 
SCHIZON ban wv eds edu 2 5 
Emotionally unstable .... 0 I2 
Psychopathic sci. eeveex5 0 3 


As the greatest percentage of the psy- 
choses fell into the suppressive group it was 
decided to evaluate the reactions to deter- 
mine if the time of occurrence of the psy- 
chosis differed in the primary end trigger 
groups. It was discovered that all the pri- 
mary reactions in the suppressive group 
occurred after the individual had taken from 
4.4 grams to 8.4 grams of atabrine, all re- 
actions in this group occurring from the 44th 
to 84th day of administration of the drug, 
the average atabrine taken being 6.2 grams. 
This varied widely from the "trigger" reac- 


. tion types, who became psychotic as early as 


the 17th day of suppressive therapy (14 
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grams of atabrine), and who also became 
psychotic as long as 572 months after sup- 
pressive therapy had been started. 


Psycuoses Fottowrne MASSIVE ATABRINE 
THERAPY 


During the period from June, 1944, to 
November, 1944, 3 cases of toxic psychoses 
were encountered. These patients had all 
received the massive treatment for malaria, 
2.8 grams of atabrine, with the exception of 
I case in which the psychosis developed on 
the 6th day of treatment (this patient re- 
ceived 2.5 grams cf atabrine). In this group 
6 of the reactions were manic in type, while 
3 were schizophrenic-like reactions. In 5 
of the cases the malarial infection was of the 
benign te-tian type, while in 4 the infection 
was of the malignant tertian or estivo-autum- 
nal type. In all cases studied the reaction 
was acute in onset and characterized by sud- 
den, explosive bizarre behavior, which re- 
quired either immediate evacuation to the 
hospital or transfer to the neuropsychiatric 
service. The psychotic reactions occurred 


from the 6th to the 13th day of treatment, 


7 of the g cases becoming psychotic 7 to Io 
days after treatment had been started. The 


duration of the psychotic response varied . 


from 12 to 30 days, the average duration 
being 21 days. 

Of the 9 cases studied, 8 were returned 
to full duty, while 1, who had recurrent 
bouts of benign tertian malaria and who 
had given a history of a psychosis with a 
lobar pneumonia IO years previously, was 
sent to the Zone of the Interior. One of the 
cases was returned to duty in another area 
and was placed on suppressive atabrine ther- 
apy. He was readmitted to another general 
hospital 6 weeks later, where the diagnosis 
of a toxic psychosis was also made, and he 
was returned to the Zone of the Interior. 


PsycHoses ENCOUNTERED DURING 
ATABRINE StIPPRESSIVE THERAPY 


The largest number of cases studied were 
those encountered in the course of atabrine 
suppressive therapy. These cases were seen 
from the period of March, r945, through 
July, 1945, suppressive atabrine therapy, 
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. gram daily, having been started on, Feb- 
ruary 15, I945. 

Thirty-four cases were encountered in 
this group. In the series as a whole the 
number of grams of drug taken did not play 
a significant role except in the group which 
was considered to be the “primary” group. 

Twenty-one manic-like reactions occurred 
in this group, as did one depressed reaction. 
Eleven schizophrenic-like reactions occurred ; 
4 of these showed predominantly paranoid 
features, 4 presented depressed catatonic 
features with catatonic excitement and 
pseudocatatonia, while the remaining 3 pre- 
sented a confused hebephrenic picture with 
silly, bizarre behavior and vivid hallucina- 
tions, mostly in the auditory sphere. 

Of the 34 cases studied, 30 returned tc 
full duty, and 4 were returned to the Zone 
of the Interior. 


CLINICAL PATTERN 


When a study of the toxic psychoses is 
undertaken it is of importance to determing 
if possible a clinical pattern and course whict 
will aid in differentiation from the constitu- 
tional psychoses. 

The reactions in our cases fell into twc 
general categories; a manic-like and a schiz 
ophrenic-like reaction. Twenty-seven of th 


‘cases demonstrated manic reactions. In al 


these cases the onset was sudden, acute anc 
explosive, the. patients being admitted eithe 
by litter under the influence of heavy seda 
tion, or brought in by five or six fellow sol 
diers trying their utmost to control th 
patient, These individuals displayed marke: 
hyperactivity, were constantly euphoric, wer 
very fearful, were often combative and de 
structive, and displayed a marked flight c 
ideas. Delusions were common and halluci 
nations in both the visual and auditor 
spheres were present. Their hospital cours 
was characterized by periods of the abov 
mentioned behavior interspersed with period 
of apparent lucidity during which the patient 
were pleasant, cooperative and seeming] 


. normal. The maintenance of physical nutr: 


tion was rot a problem in this group, a 
these individuals took huge quantities c 
nourishment at all times. During the period 
of agitation this group was exceedingly de 
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structive, tearing up pajamas, mattresses and 
even beds as they released their excess 
energies. In the suppressive group the re- 
actions lasted from 25 to 30 days, the return 
to normal occurring in a period of 24 to 48 
hours. In the group encountered with mas- 
sive atabrine therapy the duration of the 


psychoses was shorter, "clearing" occurring 


in I4 to 21 days. 

Fifteen cases demonstrated schizophrenic- 
like reactioas that were classified in 3 large 
groups, the catatonic, paranoid and hebe- 
, phrenic. 

The catatonic group was made up of 6 
cases. The onset in 2 of these was acute 
and explosive, with catatonic excitement 
present on admission to the hospital. This 
stage was characterized by  stereotyped 
movements such as clapping the hands and 
saluting repeatedly, echolalia, repetition of 
Indian phrases with exclusion of the English 
language, delusions, auditory hallucinations, 
and extreme combativeness and destructive- 


ness. The excitement lasted for ro to r4 


days, after. which the individual became 
pseudocatazonic, In this period the patient 
often assumed catatonic postures, but in gen- 
eral was dull and listless, with a paucity and 
. deliberateness of motor activities being a 
predominant part of the picture. One of the 
patients in this group was admitted in a cata- 
tonic stupor which persisted for 4 days, after 
which he became pseudocatatonic and then 
returned to normal. The remaining 2 pa- 
tients in this group were admitted in a pseu- 
— docatatonic state, this state having gradually 
developed over a period of 48 hours. In 
these cases the return to normal was gradual 
and occurred in a period of 25 to 35 days. 

In the paranoid group 5 cases were seen. 
In all of tae cases the onset was acute and 
explosive, 3 being admitted in an acute com- 
bative state from their units. Two other 
cases had suddenly, on the morning of ad- 
mission, developed delusions of persecution 
directed towards other members of the unit, 
while one was admitted with grandiose de- 
lusions as to wealth with a basic paranoid 
trend directed toward other members of the 
unit. Four of these patients, although mark- 
edly paranoid, were extremely euphoric at 
all times and were not problems in the ward. 
In these cases the paranoid trend gradually 
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receded in 3 to 4 weeks, and then suddenlv 
disappeared. The fifth case in this series was 
extremely paranoid for 3 weeks; he was 
combative and fearful, neglected all personal 
hygiene, ate insects, attempted to eat feces, 
refused all nourishment Loth liquid and 
solid, and became siticidal, attempting to 
gouge out his eyes and kill himself by but- 
ting his head against the wall. This patient 
remained in this state for 3 weeks and thea 
cleared spontaneously over night. When 
seen on the following morning he was ori- 
ented, cooperative and pleasant, Close ques- 
tioning failed to reveal any paranoid trends. 
From this period, until discharge from the 
hospital one month later, this patient re- 
mained normal in every respect. 


Four cases were seen in the hebephrenic- — ^ 


like group. The onset in these cases was also 
sudden, the patients usually being admitted 
because of bizarre behavior which had oc- 
curred prior to hospitalization. One of these 
individuals, a photographer in the Signal 
Corps attached to an Air Corps Base, on tke 
morning of admission, stole a pilot's flying 
equipment, managed to get into a plane at 
his base and almost succeeded in an at- 
tempt to take off before he was forcibly 
removed from the plane. Another patient, 
a pilot in combat cargo, was found in the 
office of his commanding officer in a dis- 
heveled condition, minus his shirt, sittirg 
in the chair of the commanding officer with 


his feet perched on the desk. When repri- 
manded by his commanding officer, the pilot 


with a foolish grin commen:ed, "Oh, Major, 
don't get your bowels in an uproar.” The 
behavior of these patients in the hospital 
was characterized by a totel neglect of per- 
sonal appearance, vivid hallucinations in the 
auditory and visual spheres, and silly, super- ` 
ficial behavior. As a group they gradually 
improved after 2 or 3 weeks and returned to 
normal at the end of this period. — — 

After a number of cases had been ob- 
served it was decided to set a definite time 
limit as to the duration of the psychosis to 
serve as a guide in the differentiation from a 
constitutional psychosis. If the psychosis 
did not clear after a maximum period of 35 
days it was classed as constitutional. Ob- 
servations in future cases tended to substan- 
tiate this criterion for it was found that cases 
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eliminate] by this method continued to re- 
main psychotic for as long as 60 to 9o days, 
at which time they were evacuated to the 
Zone of the Interior. | 

In conclusion, the clinical picture was 


characterized by an acute, explosive onset 


in all cases except the pseudocatatonic group 
where psychoses developed gradually over 
a period of 1 to 2 days. The reactions as a 
whole were characterized by a stormy course 


which cleared suddenly in a period of 30 to 


35 days. 


PHYSICAL FINDINGS AND LABORATORY 
DATA 


Physical examination on admission was 
negative :n all cases. Three cases, all in the 
catatonic excitement group, developed high 
fever, rapid pulse and high blood pressure 
without pertinent physical findings about a 
week after hospitalization. All studies to de- 
termine etiology of the fever, including 
blood studies with repeated malaria smears, 
urine studies, agglutinations, stool cultures 
and spinal fluid studies, showed normal find- 
ings. These cases were given supportive 
treatment and heavy sedation, and made an 
uneventful recovery in a week to ten days. 

Routine laboratory studies were performed 
in all cases and were universally negative 
except in one case who developed a hypo- 
chromic anemia. Blood Kahns were positive 
in two cases but spinal fluid findings were 
normal. 


RETESTING 


Retestiag with atabrine was performed 
in 20 cases, 2 being retested while on duty 
under the supervision of their medical offi- 
cers. Three of the cases in the massive group 
were in reality tested as well, for on follow- 
up it was discovered that 2 of these indi- 
viduals had been on atabrine suppressive 
therapy for 5 moaths without any adverse 
effects. These 2 cases were in the trigger 
reaction group, The third case in the mas- 
sive group, also retested by the advent of 
suppressive therapy, became psychotic after 
the admiristration of 4.2 grams of atabrine 
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and was readmitted to the hospital for treat- 
ment, This individual fell into the trigger 
group as vell. l 

Retesting in the hospital was done in the 
following ‘manner. When, in our opinion, 
the psychosis had subsided, the patient was 
moved to an open ward, where he became 
one of the group and partook in all activ- 
ities, 1. e., group therapy, occupational ther- 
apy, ward duties, etc. At the end of 2 weeks 
he was given massive atabrine therapy in a 
disguised form. The patient was told that 
he was to receive capsules to help build up 
his strength. He was not restricted in his 
activities or given unusual care by the ward 
personnel. In several cases identical capsules 
containing sugar were given, after which 
the atabrine capsules were given. Needless 
to say, the sugar capsules did not reproduce 
a psychotic reaction. 

On retesting in the hospital, all individuals 
being retested became psychotic with the 
exception of 2 who fell into the “trigger” 
group. Tke psychotic reactions produced 
were similar to the initial reactions in all 
cases, but the duration of the psychosis was, 
as a rule, shorter except in 2 cases. The 
2 individuals retested on duty were retested 
by different methods. One patient who did 
not become psychotic when retested with 
massive therapy (2.8 grams of atabrine) 
was continued on suppressive therapy for 
2 weeks. After this period he was sent to 
duty on suppressive therapy. At the end of 
one week he was readmitted in a psychotic 
state, after having taken a total of 4.9 grams 
of atabrine. This patient fell into the primary 
group, his initial psychosis occurring after 
the ingestion of 3.8 grams of the drug. The 
second case, also one of the primary group, 
was not placed on the massive régime, -but 
took atabrine suppressive therapy for 18 
days in the hospital. Suppressive therapy 
was continued while on duty, and he again 
returned psychotic ro days later after hav- 
ing taken 2.8 grams of the drug. 

Of the 20 cases retested, 15 were in the 
trigger group, while 5 were in the primary 
group. All cases in the primary group be- 
came psychotic on retesting, while 4 failures 
occurred in the trigger group. The results 
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of retesting can best be shown in the follow- 
ing table: 
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Five cases were evacuated to the Zone of 


the Interior as toxic psychoses, and a sixth 


RESULTS OF RETESTING OF NINETEEN CASES OF ATABRINE PSYCHOSES 


Atabrine 

Reaction factor Type of test Where done Result 
Manic Trigger Suppressive Duty Negative 
Pseudocatatonic ` Trigger Suppressive Duty Negative 
Manic Primary Suppressive Duty Positive 
Manic Primary Massive and Duty Positive 

suppressive 
Manic Primary Massive Hospital Positive 
Catatonic Primary Massive Hospital Positive 
Manic Primary . Massive Hospital Positive 
Manic Trigger Massive Hospital Positive 
Hebephrenic Trigger Massive Hospital Positive 
Depressed Trigger Massive Hospital Positive 
Hebephrenic Trigger Massive Hospital Positive 
Manic Trigger Massive Hospital Positive 
Manic Trigger Massive and Hospital Negative 
suppressive 
Paranoid Trigger Suppressive Duty Positive 
Depressed Trigger Massive Hospital Positive 
pseudocatatonic 
Manic Trigger Massive and Hospital Negative 
suppressive 

Manic Trigger Massive Hospital Positive 
Manic . Trigger Massive Hospital Positive 
Paranoid Trigger, Massive Hospital Positive 
Manic Trigger Massive Hospital Positive 


PRESENCE OR ABSENCE OF OTHER Toxic 
SYMPTOMS 


Gastrointestinal symptoms and skin le- 
sions, often considered toxic manifestations 
secondary to the administration of atabrine, 
were not seen in our series prior to the onset 
of the psycaoses. One case, however, had 
experienced mild anxiety, belligerence and 
arrogance for two months prior to the onset 
of his psychosis. 


REVERSIBILITY OF THE PSYCHOSES 


Although a series of only 43 cases has 


been studied it is the opinion of the author 
that the reaction is not a permanent one, 
and that tke individual suffering from an 
“atabrine psychosis” does not suffer per- 
manent damage, either functionally or organ- 
ically, becarse of the psychosis. This obser- 
vation has been well substantiated in the 
high percenzage of patients returned to duty, 
especially in the group that was retested; 
for of 16 patients retested, who again be- 
came psychotic, only one was evacuated to 
the Zone of the Interior for further obser- 
vation. - E | 


case, who had recovered from his psychosis, 
was later evacuated from another general 
hospital after he had developed a second psy- 
chotic reaction when placed on atabrine 
suppressive therapy. 


— € 


' Five cases were evacuated from our hos- © 


pital; one individual had recurrent bouts of 
malaria with a previous history of a toxic 
psychosis; one, on retesting, developed a 
severe manic reaction ; one, a pilot, was evac- 
uated as his psychosis disqualified him from 
flying, and two others were evacuated be- 
cause of the severity of their reactions. 


SKIN TESTING 


Patch tests to determine epidermal sensi- 
tivity to the drug were done in 15 cases with 
15 controls obtained from the psychoneurotic 
group. Skin sensitivity was present in only 
one case, a control case. In view of the nega- 
tive results obtained in this series, this test 
was discontiriued. 


BLOOD ATABRINE STUDIES 


Blood atabrine studies, which were not 


available during the study cf the psychoses 
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following massive atabrine therapy, were 
performed in 25 cases of the suppressive 
group.. These studies were carried out 
through the courtesy of the Malaria Com- 
mission at the 20th General Hospital. 
Levels were taken on admissicn to the 
hospital and when the patient recovered 
from his psychosis. Levels over 50 gammas 
per liter were found in a number of the cases 


with several going as high as 80 to roo. 


gammas per liter. However, others were 
found to be in the 30 to 40 gamma range 
which was considered as slightly above nor- 
mal for the area. | 

An effort to correlate these levels with the 
 psychosis was impossible as many individ- 
uals, non-psychotic, in a control group 
from the surgical wards of the hospital had 
equally as high a level as the psychotic 
group. The author also had the privilege of 
reviewing the reports of blood atabrine levels 
at the laboratory of the Malaria Commission 
where identical data were found. 

The impossibility of using blood atabrine 
levels was further substantiated in one case 
that was retested. This soldier on retesting 
did not become psychotic after massive 
atabrine zherapy and two weeks of suppres- 
sive treaiment. He was returned to duty 
and prior to discharge a level was taken 
which proved to be 65 gammas per liter. 
Two weeks later he returned psychotic, at 
which time his atabrine level was only 50 
gammas per liter. 


EttoLocic CONSIDERATIONS 


In the series of 43 cases the reactions have 
been classified either as primary or trigger 
reactions. As 34 fell into the trigger group 
and only gj fell into the primary group, it 
must be assumed that the etiological signifi- 
cance of atabrine varied in the two groups. 
As previously stated, all individuals in the 
primary group became psychotic between the 
44th and 68th days of atabrine suppressive 
therapy, the average amount of atabrine 
taken being 6.2 grams of the drug. The 3 
cases of primary reactions encountered in the 
massive atabrine group became psychotic 
after 2.8 grams of atabrine had been taken. 
However, in this group an infectious disease 
with high fever and systemic symptoms was a 
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definite factor which could lower the individ- 
ual tolerance to the drug; this factor being 
absent in the suppressive group. 

Jt is the opinion of the author that the 
individuals in the primary group were defi- 
nitely sensitive to the drug, a fact which was 


further substantiated when retesting was 


done. Of the 5 primary cases retested, all 
became psychotic on retesting, while in the 
trigger group, in which 15 were retested, 4 
failures resulted. What the nature of the 
sensitivity to the drug was, is impossible to 
determine. It must be assumed that the sen- 
sitivity in these individuals was of an “al- 
lergic" nature and that organic pathology 
does not result from the administration of 
the drug. 

Information from units also helped in the 
determination of possible etiological rela- 
tionship in the trigger group as many his- 
tories from the unit contained reports of 
emotional conflicts which had occurred prior 
to the individual’s hospitalization. In order 
to evaluate this the unit’s information was 
reviewed in the suppressive cases. In the 
primary cases, emotional conflict prior to 
hospitalization could not be ascertained. 
However, in the trigger group 24 of the 28 
cases studied had a history of definite con- 
flicts prior to hospitalization, while 2 cases 
had their onset during the course of an 
acute illness as stated below. ' 


ConflicE HB MANES eons Shea ha PROVEN MU TO c 

Familial difficulties (death and sickness in 
foin CC): agers oed ne vp od 6 cd Ets a od 

Unfaithfulness of wife......... ccce ntn 4 


Excessive drinking while on leave (admitted 
FELONY resto candD) iw heave Pow xac oa ae 
Fear of flying new route in new type of plane.. 
Conflict with tent mates over religion......... 
Assuming added responsibility in unit.......... 
Sudden discontinuance of romance (by letter).. : 
Unsuccessful romance with Red Cross worker.. 
Onset during course of amoebic dysentery...... 
Onset three days after recovering from acute ill- 
il Wm rM CC TE ESET awe: 


It is interesting to note that 2 cases of th: 
trigger group who became psychotic afte: 
massive atebrine therapy have been on sup 
pressive therapy for 5 months without th: 


appearance of mental abnormalities. 


When one has seen psychiatric casualtie: 
over a period of 22 months in a particula: 
area where psychoses had been relatively 
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uncommon the following formula might be 
postulated : 


( Predisposed personality) 
-+ (emotional conflict)— (psychoneurosis). 


However, when the atabrine factor is 
added the following formule can be postu- 


lated both in the primary and the trigger — 


group: 


Primary 
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not been a single readmission to a hospital 
for psychiatric treatment. However, 3 in- 
dividuals complained of chronic headache 
and irritability, these symptoms not being 
incapacitating. 


SUMMARY AND CONCLUSIONS 
I. Forty-three cases of psychosis associ- 
ated with the administration of atabrine, C 


- 


(Stable personality) + (atabrine) + (individual sensitive to atabrine) = (psychosis). 


Trigger 


( Predisposed personality) + | 


TREATMENT 


Treatment in the toxic psychoses falls 
into 3 broad categories: (a) maintenance of 
body nutrition, (b) adequate sedation, and 
(c) withdrawal of the toxic agent. 

Nutrition was not a problem in the ma- 
jority of the patients. However, in the 
paranoid and catatonic group many of the 
patients refused nourishment. In these pa- 
tents both tube feedings and small doses 
of insulin to stimulate the appetite were nec- 
essary. The periods of excitement were 
treated by the frequent use of cold packs, 
showers, and the administration of sedatives, 
sodium amvtal and paraldehyde being the 
drugs of choice. In some of the cases insulin 
was used as well. 


RESULTS 


Forty-three cases of toxic psychoses as- 
sociated with the administration of atabrine 
were studied over a period of 14 months. 
Of this group 37 (86 percent) were returned 
to full duty. 

Individuals returned to duty were either 
placed on quinine suppressive therapy or 
transferred to an area where suppressive 
therapy was unnecessary. In addition, each 
individual was given a certificate which stated 
that he was sensitive to atabrine and was not 
to take the drug in the future. 

It was possible to follow 30 of these indi- 
viduals either as out-patients or by ques- 
tionnaire for a period varying from 2 to 8 
months. At the end of this period there had 


emotional conflict 


acute illness 





+-(atabrine) = (psychosis). 


of them secondary to the massive treatmen- 
for malaria, and 34 following atabrine sup- 
pressive therapy, have been studied. 

2. The reactions most frecuently encoun- 
tered were manic-like reactions, seen in 27 
cases, while 15 schizophrenic-like reactions, 
were seen. One depressive reaction was seen. 

3. The reactions were characterized by an 
acute sudden explosive orset, a stormy. 
course and a return to normal in a period cf 
30 to 35 days. 

4. In an effort to determine the etiologicel 
relationship of atabrine in the study of the 
psychoses ah atabrine factor was postulated, 
dividing the reactions into a primary ani 


a trigger group. Thirty-four reactions oc- 


curred in the trigger group,. whereas only 
9 reactions occurred in the primary group. 

5. It was found that the primary group 
displayed a true sensitivity to the drug, 
whereas in the trigger group a predisposed 
personality as well as emotional conflicts cr 
acute illnesses were as great a factor as the 
atabrine itself. 

6. Retesting with atabrine was performed 
in 20 cases; 13 being retested with the mas- 
sive schedule, 4 being retested on the sup- 
pressive schedule, and 3 being retested by tke 
massive schedule followed by suppressive 
schedule. Of the 5 cases in the primary 
group, which were retested, all became psv- 
chotic; 3 being retested by massive therapy, 
I by massive and suppressive, and y kv 
suppressive therapy. Of the 14 cases in the 
trigger group there were 4 failures; 2 of 
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these received the suppressive régime while 
2 received the massive plus the suppres- 
sive régime, the rest receiving the massive 
régime. | 

7. Blood atabrine. studies were not found 
to be a reliable aid in the diagnosis of a 
toxic psychosis due to atabrine. 

8. Treatment in the toxic psychoses con- 
sists of withdrawal of the toxic agent, the 
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maintenance of body nutrition and adequate 
sedation. 

9. Of the 43 cases studied, 37 individuals 
(86 percent) were returned to duty, 

IO. Thirty of the 37 individuals returned 
to duty were given follow-up study for 
a period varying from 2 to 8 months. In 
this group there was not recurrence of the 
psychosis. 


LABORATORY FINDINGS IN AFFECTIVE AND SCHIZOPHRENIC 
PSYCHOSES 


MERRILL THOMAS EATON, JR, M. D4! anp HASCALL H. MUNTZ, M.D? 


INTRODUCTION 


Laboratory tests as aids in the diagnosis 
and prognosis of diséase fall into two 
groups: those of a specific character relating 
to the presence of the etiological agent or to 
the failure of a certain organ; and those 
tests of a non-specific character which 
merely show the nature and extent of the 
disorder of bodily processes concomitant to 
disease. 

Tests of the first type have their place well 
established in psychiatry in the diagnosis, 
for example, of paresis or bromide intoxica- 
tion. However, little use is made of the 
other type test. Variations from normal in 
the results of common laboratory procedures 
done on patients with affective and schizo- 
phrenic psychoses must be expected for sev- 
eral reasons, among them the effect of 
emotion and mood upon the gastro-intestinal, 
circulatory and endocrine systems; changes 
in dietary habits; and changes in activity. 

Since such variations are present they may 
be of some value. It is the purpose of this 
survey to review the variations in laboratory 
findings which might be useful in the fol- 
lowing ways: 

1. To follow the course of patients with 
these conditions who are under treatment 
and aid the therapist in observing the degree 
of return toward the normal state. 

2. To aid the internist practicing in a 
mental hospital to sort out those findings 
occasioned by the psychoses studied from 
those of intercurrent disease. 

3. To protect the patient with an early 
schizophrenic or affective psychosis who is 


taken to a general hospital or clinic from 


unnecessary diagnostic or therapeutic instru- 
mentation, or delay in receiving psychiatric 


care, based on abnormal laboratory findings 


and misguided enthusiasm for finding 


1 Colorado State Hospital, Pueblo, Colorado. 
2 Department of Internal Medicine, Indiana Uni- 
versity Medical Center, Indianapolis, Indiana. 


“something organic” to account for the 
symptoms. 

It is not meant to suggest the substitution 
of a. laboratory diagnosis for careful exam- 
ination of the patient, nor to iraply that 
reasonable studies to exclude othe- diseases 
should not be undertaken, but only that in 
both the psychiatric and the general hospital 
from time to time knowledge of taese mat- . 
ters might prove useful. 

In reviewing the literature on the common 
laboratory tests as applied to patients with 
schizophrenic and affective psychoses those 
determinations belonging exclusively to the 
field of psychiatry and neurology such as 


. the electroencephalogram and the galvanic 


skin reflex are excluded, and no attempt is 
made to survey the abundant literature in 
which attempts are made to prove a specific 
endocrine or bacterial etiology for these . 
conditions, since all these subjects are well 
reviewed elsewhere. Also avoided are pro- 
cedures of an unusual, technically difficult 
or complex nature impractical for the pur- 
pose listed. Even with these limitations 
there are nearly 700 papers dealing with ex- 
perimental work on this subject since 1920. 

Changes in blood chemistry in schizo- 
phrenic and manic-depressive psychoses re- 
ported prior to 1938-39 were wel! reviewed 
by McFarland and Goldstein(1,2), and in- 
formation concerning a number of labora- 
tory tests in these illnesses is to be found in 
the books of Katzenelbogen(3) and Hoskins 
(4); but for the most part studies on the 
subject have been aimed at other goals than 
those listed here. Many reports deal with 
attempts to discover or prove an etiology, 
or point the way to a new therapy, or to es- 
tablish or subdivide clinical entities, and 
neglect other possible applications. 

Some of the reports are conflicting. The 
conflicts are due to a variety of causes, 
among which are failure to use adequate 


series of cases to prevent chance distribu- 
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tions, failure to apply statistical methods, 
failure to use identical techniques, and the 
use of an arbitrary normal value which fails 
to take into accotnt differences in reagents, 
techniques, and the age and sex distribution 
of the patients. In some cases disagree- 
ment seems to be the result of the use of dif- 
ferent diagnostic criteria in selecting the 
. experimental group; and frequently the 
exact classification, symptomatology and 
stage of the disease are not specified. In a 
few instances conclusions stated by authors 
are not the only ones which may. be drawn 
from their data. 

Some of the material reviewed is based 
upon laboratory studies of consecutive ad- 
"missions to mertal hospitals with little 
regard to diagnosis; in other instances ma- 
terial relevant to the affective and schizo- 
phrenic psychoses 1s presented with inade- 
quate attention to subclassifications. Few 
authors studied made reference to those 
cases manifesting both schizophrenic and 
affective elements or to cases intermediate 
between those conditions and mental health ; 
and it is in those two types of cases where 
laboratory findings might have greatest di- 
agnostic value as well as service for the 
purposes iisted here. l 

In the use anc definition of diagnostic 
terms that of the authors cited is used as far 
as possible, but with some changes for pur- 
poses of uniformity. . 

Despite conflicts in results, differences in 
terminology, and cther sources of confusion 
mentioned abnormal laboratory findings in 
some of the conditions studied are clearly 
established. In other instances, such as 
those in which little work has been reported, 
and those in which reported work neglects 
subclassification, the known facts can do no 
more than point the way for future research. 

It will be apparent that with nearly 700 
references available it is impossible to list 


and discuss the merits of each, assign pri- 


ority, and tabulate evidence for and against 
certain conclusions. Instead, a majority 
opinion and a rough estimate of the fre- 
quency ci certain findings based on an 
average or trend of several reports are pre- 
sented. Where agreement is almost unani- 
mous the matter is stated as a fact; other- 
wise the statement is qualified appropriately. 
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In presenting the results of this survey 
an attempt is made to give considerable de- 
tail on the more common and simpler pro- 
cedures which might be uséful for the pur- 
poses outlined, and to give passing mentior. 
to other available tests. A sufficient numbe: 
of references is listed on each subject tc 
provide a starting point for one interested 
in further investigation. 


Broop SUGAR 

The fasting blood sugar of patients witt 
affective and schizophrenic psychoses is us- 
ually within normal limits ; however, glucose 
tolerance tests frequently show abnormali- 
ties. Though there are a few dissenting 
opinions it seems probable that half or more 
of schizopkrenics, melancholics and depres- 
sives have an atypical glucose tolerance 
curve(5, 6, 7, 8, 9, 10, 11). For the icono- 
clast who believes all such cases must have 2 
latent or subclinical diabetes, or for the 
psychiatrist interested in the psychosomatic 
aspects of diabetes this fact is subject tc 
varying interpretations ; but for the purpose: 
listed here it appears most valuable. The 
chief problem seems to be in deciding whai 
modification of the test to use and how tc 
describe the abnormal findings. 

The usual technique of administering 
orally to the fasting patient 50 gms. of glu- 
cose(7), or a similar dose based on bod; 
weight(5), and recording the blood suga: 
at half hour intervals for a period of twe 
hours, should in the normal subject resul 
in a maximum blood sugar of 160 milli 
grams percent, or less, and a return to the 
fasting level by the end of the two how 
period(6). In these conditions the maxi 
mum is likely to'be higher or the return t 
normal delayed, or both. 

In addition to study of the maximum 
level of the blood sugar and the duration o' 
its elevation, other means of evaluating thi 
results obtained have been used. The are: 
of the curve(rio) determined by the for 
mula A— (Dx M)/2 where D is the dura 
tion of elevation in hours and M is the 
maximum rise above the fasting level ir 
units of i00 milligrams percent, shoulc 
give a value for A of 0.20 to 0.40 in healthy 
people. The frequently used hyperglycemic 
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index (H.I.), determined by the following 
formula: 
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Of possible additional value in cases 
Where the normality or abnormality of sugar 


roo (2 hr. blood sugar level—fasting level) 
H.L. = ot 
(maximum level—fasting level) 


gives normal values of o to I0(7, 10). 

These formulae, useful as they are for 
statistical comparison, fail to disclose all 
possible abnormalities of the tolerance curve. 
If the curve is to be evaluated by inspection, 
and the relatively narrow limits for normal 
mentioned be accepted; then care must be 
taken not to overestimate the importance of 
minimal variations, since these occur in some 
normal subjects. One must also differen- 
tiate between the curves found in these con- 
ditions and those in diabetes, Graves’ dis- 
ease, and liver dysfunction. Changes in 


sugar metabolism during menstruation may 


also be confusing. 

Modifications of the glucose eln 
test including the Exton-Rose technique (4), 
and the intravenous method(12), are prob- 
ably equally useful, though there is disagree- 
ment in regard to the intravenous test(4). 
Apparently the abnormal glucose tolerance 


curves in pztients with affective and schizo- ` 


phrenic psychoses are not the result of the 
nutritiona] state or the transitory emotional 
changes evoked by the procedure. 

For confizmation, in addition to the modi- 
fications of the glucose tolerance test men- 
tioned, other closely related procedures such 
as the galactose and levulose tolerance tests 
may be used. The galactose tolerance test 
(13) is an easy one to perform since it in- 
volves only administration of varying doses 
of galactose and testing the urine for sugar 
(Benedict's test) to determine the smallest 
dose causing sugar to appear. Normal men 
should tolerate 30 grams, while women be- 
fore puberty tolerate 20 grams and after 
puberty 40 grams. Decreased tolerance to 
galactose has been reported in about half of 
schizophrenics. 

In a healthy individual the administra- 
tion of 50 grams of levulose should not re- 
sult in over 20 percent increase in blood 
sugar and a secondary hypoglycemia should 
occur 30 to 9o minutes thereafter. Levulose 
tolerance is reported decreased in schizo- 
phrenia and manic-depressive psychoses and 
three types of abnormal curves have been 
described (14). 


metabolism is in doubt are various tests of 
insulin tolerance(r5), adrenalin tolerance 
(16, 17), and the reaction to ephedrine( 18). 
Interesting, though impractical for the 
purposes outlined here, are animal experi- 
ments purporting to show an anti-insulin 
factor in the blood of schizophrenics(12), 
and a high insulin level in the blood of ex- 
cited psychotics( 19). i 

While investigation of sugar metabolism 
is being made caution must be observed that 
the patient does not receive barbiturates or 
other hypnotics (20). 


Broop LriPorps 


Variation in blood cholesterol in normal 
people is rather marked, a normal range 
being from 110 to 195 milligrams percent, 
with an average of about r5o(21, 22). 
Because of the variability and range of 
lipoid values both in normal subjects and in 
these patients, tests based on them are less 
useful than those of glucose tolerance. It is 
generally agreed that cholesterol levels tend 
to be high and frequently are above normal 
limits in manic-depressives while values 
below normal limits are common in schizo- 
phrenics though hypercholesteremia is found 


. in some cases (21, 22, 23, 24, 25, 26, 27, 28, 


29, 30, 31, 32). 

Determinations of other ood constit- 
uents of the blood show abnormalities paral- 
leling the cholesterol changes (22, 23, 28, 30, 
32). The rise in cholesterol following a high 
fat meal is said to be greater in manic de- 
pressives than in normal people(33). 

In addition to quantitative determinations 
of cholesterol and other lipoids the deter- 
mination of iodine numbers has been sug- 
gested(31, 34), and the cholesterol-choles- 
tero] ester and  cholesterol-phospholipin 
ratios have been investigated(32}. 


NITROGENOUS CONSTITUENTS OF THE BLOOD 


Abnormalities of nitrogenous constituents 
in the blood of patients with these conditions 
are not striking. A low fasting urea level 
has been reported in the melancholic group, 
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and glycine tclerance has been studied(35). 


In normal subjects the oral administration 


of 10 grems of glycine and comparison of 
fasting blood urea level with levels at five 
hourly intervals thereafter will show an in- 
crease of about 6:5 milligrams percent with 
return to fasting level by the end of the five 
hour period. An abnormal curve may con- 
sist of a more marked increase in blood urea 
(of about 14 milligrams percent), or a less 
marked elevation which continues through- 
out the five hour period. Such abnormalities 
are reported in melancholics and schizo- 
phrenics. 

Other abnormalities reported include 
an increase in undetermined nitrogen(36) 
in depressives, melancholics and deteriorated 
schizophrenics; and an increase in creatine 
nitrogen(36) in simple and deteriorated 
schizophrenics and involutional melancholics. 

A study of serum proteins(37) has shown 
the proportion of euglobulin to be low in 


‘schizophrenics. 


INORGANIC CONSTITUENTS OF THE BLOOD 


The normal serum calcium level is 9 to 11 
milligrams percent. Though not all investi- 
gators agree it seems possible that an appre- 
ciable number of schizophrenics and manics 
have calcium levels above 11 milligrams per- 
cent and some have levels above 12 milli- 
grams percent; there may be a tendency 
toward low levels in depressives (38, 39, 
40, 41, 42, 43). A slight elevation of serum 
potassium may occasionally be found in 
schizophrenics(42) ; and an elevation of 
blood phosphorous may also be found(40). 

Blood iodine is normally 1.5 to 4.0 gamma 
per cent; one investigator(44) reported over 
36 percent of manics had blood iodine above 
6.0 gamma percent, but. 18 percent had less 
than 1.5; 36 percent of depressives were 
below 1.5. 

Normal blood bromine is 0.8 to 1.0. milli- 
grams percent; some investigators(45) have 
reported markedly reduced values in schizo- 
phrenics and manic-depressives. . 

Red cel; chlorides have been reported to 
be high in schizophrenics(46). | 


THe Formep ELEMENTS OF THE BLOOD 


White blood counts over 10,000 may be 
found in about 25 to 50 percent of patients 
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with these conditions, and in some instances 
counts over 15,000 will be found in the ab- 
sence of demonstrable infection(47, 48). 
Normal transitory emotional changes and 
activity have some effect on the white count 
in controls, but such factors do not alto- 
gether account for the findings in these pa- 
tients, 

Reports of variations in erythrocyte sedi- 
mentation rate are conflicting(49, 50, 51), 
but it seems probable that there is a ten- 
dency toward increased sedimentation rate in 
catatonic and hebephrenic schizophrenia, but 
not in the other mental diseases studied here. 

Care must be taken in evaluation of in- 
creased leukocyte count and sedimentation 
rate to exclude infection. 

Changes :n erythrocyte fragility have been 
reported(52) with slight or moderate devia- 
tion in both directions being encountered, 
but the over-all tendency is said to be toward 
increased fragility in schizophrenics and 
manic-depressives. Prolonged coagulation 
time has been reported(53). 

Reference is not made to red blood count 
and hemoglobin level since so many variable 


‘factors play a part in their establishment. 


Statistical studies of the frequency of cer- 
tain blood types are of no direct clinical 
interest. 


THE CIRCULATORY SYSTEM 


Circulatory inadequacy in schizophrenia 
has been frequently hypothesized with com- 
ment being made upon the areas of cyanosis 
occasionally observed and the x-ray and 
autopsy findings of small hearts and dimin- 
ished vascular bed in some patients ; but for 


- the purpose of this study tests of circulatory 


function offer little help. | 

The basal blood pressure in schizophrenia, 
systolic and diastolic, tends to be somewhat 
lower than in the general population. This 1s 
also true, but less markedly so, in the manic- 
depressive psychoses(54, 55). Since the 
average pressures in these conditions are 
only 5 to 15 millimeters of mercury below 
averages for normal groups, the extent of 
the normal range renders the blood pressure 
alone in a given case of little significance. 
One report states(56) that the ingestion of 
200 grams of milk fails to alter the blood 
pressure in normal resting subjects but 
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causes it to 5e lowered in both manic-depres- 
sives end schizophrenics. It has also been 
reported(57) that adrenal cortical substance 
evokes a pressor response in a high percent 
of schizophrenics but in only a small percent 
of controls. The blood pressure changes 
evoked by different doses of adrenalin and 
ephedrine have been studied(58, 17, 59). ` 

Findings concerned with circulation time 
' (60, 61, 621, blood volume(63, 64, 65) and 
variations between oral and rectal tempera- 
tures(66, 67) are of doubtful value in the 
individual case due to marked overlapping 
of normal and abnormal ranges. However, 
the existence of essential oral hyperthermia 
(66) should be borne in mind. 

Discussion _ of capillaroscopic research, 
measurements of the vascular bed of the 
retina, and other studies of the vascular tree 
are omitted as being beyond the scope of 
this survey. 


SPINAL FLUID EXAMINATION 


Abnormalities of the protein or cellular 
content of zhe spinal fluid, though they are 
found in 3 to 5 percent of consecutive admis- 
sions to mental hospitals without other cause, 
are much more often associated with neuro- 
logical discrders which may have mental 
symptoms znd so require further investiga- 
tion(69, 70, 71). 

The permeability quotient, or blood-cere- 
brospinal fuid barrier, has received con- 
. siderable investigation. Bromide penetration 
(39, 72, 73. 74, 75, 76, 77; 78) is determined 
by giving the subject, by mouth, 0.01 grams 
sodium bromide, t.i.d., for five days; on the 
sixth day blood and spinal fluid samples are 
obtained simultaneously and the bromide 
level in each case is determined. The normal 
ratio is between 2.8 and 3.2; a ratio below 
, 2.8 representing increased permeability, and 
above 3.2 decreased. There are some con- 
flicting opinions but it seems that decreased 
permeability may be found in about half of 
schizoohrenic subjects and increased perme- 
ability in perhaps a third of manic depressive 
patients. The test is not useful in the pres- 
ence of chronic alcholism(79) or infec- 
tious disease, either of which increases 
permeability. 

Calcium 2enetration( 39, 80) is studied by 
the simultaneous withdrawal and examina- 
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tion for calcium content of blood and spinal 
fluid samples; the normal ratio is between 
1.8 and 2.2. This test yields the same gen- 
eral result as the bromide test; but ab- 
normalities are not so frequent, nor do they 
always occur in the same cases as in the bro- 
mide test. If either test is to be used, then 
both should probably be done. 

The degree of fall in spinal fluid pressure 
after the withdrawal of fluid, and the in- 
crease in pressure after histamine adminis- 
tration have also been studied(8r). 

There are a number of other tests which 
may be applied to spinal fluid which are sup- 
posed to be of some value in the diagnosis 
of these diseases, among which might be 
mentioned the Weltmann reaction, the Ta- 
kata-Ara reaction, and the Leymann-Facius 
test. 

While a survey of bacteriological findings 
has not been a part of this paper, mention 
should be made of reports of finding bv 
smear or culture the tubercle bacillus in the . 
spinal fluid. of schizophrenics(82). 


Urinary FINDINGS 


In various mental illnesses, especially 
schizophrenia, there is reported frequency 
of urination, increased urine output, and a 
tendency toward low urine urea concentra- 
tion in twenty-four specimens ; however, the 
results of concentration and dilution tests 
are normal(83, 84). A frequent acidotic 
character as demonstrated by the ratio of 
ammonia nitrogen to urea nitrogen has been 
reported(84), and in a few instances “un- 
explained” actonuria may be found(85). 

Creatine, normally not present in the 
urine of men past puberty, but found nor- 
mally in women and in children and ado- 
lescents of both sexes, is said to be present 
in the urine of male schizophrenics(86). 
Urinary creatine is also a finding in Grave’s 
disease and in progressive muscular dys- 
trophy. The test is not difficult. 

Variations in the levels and ratios of or- 
ganic and inorganic phosphates in the night 
urine of manic-depressives have been re- 
ported (87). 

As in the case of spinal fluid examination 
there are reports in the literature of several 
tests of the urine supposed to be specific in 
various mental diseases. One rather simple 
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test which is worthy of mention is the 
Buscaino reaction(88). If to 3 cubic centi- 
meters of urine 1.5 cubic centimeters of 5 
per cent silver nitrate be added a white pre- 
cipitate of silver chloride will form. If this 
is then heated and agitated for one-half 
minute no change should take place; but in 
an appreciable number of schizophrenics 
and manic-depressives, and in a much 
smaller number of normal subjects a series 
of color changes, ending with black, will be 
observed. The cause of this phenomenon 
is disputec. 

Another frequently mentioned test, the 
Donaggio reaction(89) is said to be of some 
value as a guide to the condition and re- 
sponse of patients under shock therapy. 


Tests oF Liver FUNCTION 


Abnormal findings in various tests of 
liver function in schizophrenia have been 
studied; of these the hippuric acid test(go, 
91, 92, 93, 94) and the cephalin flocculation 
test(95) appear most promising. 

The cephalin flocculation test is reported 
to be positive in slightly less than half of 
catatonic schizophrenics, and in a higher than 
normal percent of non-catatonic schizo- 
phrenics, especially females. 

The hippuric acid test is performed by 
the administration of 6 grams of sodium 
benzoate in one ounce of water and examin- 
ing the urine for the total amount of hip- 
puric acid 2xcreted in four hourly specimens 
obtained thereafter. The lower limit of nor- 
mal is 3 grams. Findings markedly below 
normal seem to be quite common in cata- 
tonics and less marked interference with the 
detoxication of sodium benzoate is to be 
found in other schizophrenics and in some 
depressives. There are some studies which 
are interpreted as failing to confirm the 
‘above, but even these show a tendency to- 
. ward low values in the schizophrenic group. 


OxvGEN CONSUMPTION AND METABOLISM 


Achievement of a true basal state in psy- 
chotics is usually impossible, so that in re- 
gard to them, the term “basal metabolism” 
must be interpreted in the light of reality. 
If the findings of the basal metabolism test 
in these patients showed a high oxygen con- 
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sumption they could readily be dismissed, as 
coiricident to lack of cooperation. That is 
not the case. If we accept the normal range 
as —Io to +10, then we find that half or 
more of schizophrenics and perhaps a fourth 
of manic-depressives have subnormal basal 
metabolic rztes(96, 97, 98, 99). 

" Associated, but more complicated, or less 
commonly done procedures include the de- 
termination of lactic acid, which in schizo- 
phrenics(r02) is reported to be higher than 
normal; the mean venous lactic acid for 
patients being 14.27 milligrams percent and 
for controls, 10.28 mgm. percent. Reduced 
and total glutathione are reported(ror, 100) 
as lower in patients with these conditions; 
60 percent having been said to show less re- 
duced glutathione than the lower limit ‘of 
normal. After exercise(102, 103, 32) 


‚schizophrenics produce more lactic acid than 


controls and have a lower blood pH. ' 
Other findings include a tendency toward 
lower oxygen capacity(104, 105),‘reduction 
in hexose phosphates in schizoplirenia(106), 
possible reduction of specific dynamic ac- 
tion of proteins(107), low choline esterase 
activity (168, 109) in .schizophrenia; re- 
duced respiration of certain bacteria in the 
presence o: serum from schizophrenics 
(100); accelerated Kottman reaction in 
schizophrenics and delayed in manics(32). 


he technicues described for determining 


the sensitivity of the respiratory center to 
carbon dioxide are quite complicated but a 
simplified technique might be of some value 
(103, IIO). 

For these determinations, as in the case of 
glucose tolerance, sedation must be avoided. 


MISCELLANEOUS DETERMINATIONS 


Abnormalities have been reported in the 
refractive index and viscosity of serum and 
in the serum colloids, (32, 89, 111) the latter 
being studied by means of the ultra- 
microscope. 

The Weltmann coagulation reaction(32, 
89) applied to blood consists of adding the 
blood serum to varying concentrations of 
calcium chloride and boiling. Calcium chlo- 
ride coagulates normal serum in dilutions 
as low as 0.05 percent to 0.04 percent. If 
dilutions, of a greater degree (0.03 percent 
or less) produce coagulation, it is spoken of 
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as a shift to the right, and this is reported 
to occur frequently in schizophrenics and 
manics. 

Hyperostosis frontalis interna(112), as 
shown by x-ray study, is reported to occur 
in about one-fourth of female patients (con- 
secutive hospital admissions), and often is 
not ‘accompanied by the other symptoms and 
‘findings of Morel’s syndrome. 

Studies of vitamin C deficiency and ab- 
normalities in vitamin C tolerance have been 
made(113,; II4, 115). 

As was stated in the introduction no at- 
tempt has ‘teen made to survey completely 
the literature concerning endocrine imbal- 
ance in aftective and schizophrenic psy- 
choses at this time. However, mention will 
be made of a few tests. Menstrual irregu- 
larities, especially prolongation of the in- 
terval between menstrual periods, sometimes 
resulting in amenorrhea, are reported to 
be common in schizophrenics and manic-de- 
pressives, and vaginal smear technique in 
such cases shows, "a tendency to a delay, 
a weakened expression, or a temporary sup- 
pression of the follicular reaction’ (116). 
The biological determination of estrin level 
by injection into castrate mice of a venous 
blood emulsion secured 1 to 5 days before 
menstruation is reported(117) to fail to 
' show demonstrable estrin in more than 
half of schizophrenics but in less than 10 
percent of normal women. Studies have 
also been made on male sex hormones(4, 
118). The amount of cortical hormone, as 
determined by intraperitoneal injection of 
blood into adrenalectomized cats, is said 
to be high in manics(119). 

A low amylolytic and high antitryptic 
titre has bsen reported in the. serum of 

schizophren:cs(120). 

' There is a phytotoxic property(121, 122) 
in the serum of depressives which may be 
demonstrated by its effect on the growth of 
lupinus albus seedlings. 

Abnormalities have been reported in the 
gastric secretion of patients with these phy- 
choses(123, 124). 


SUMMARY AND CONCLUSIONS 


I. Research appearing since 1920 on ab- 
normalities in the results of common labora- 
tory procedures applied to patients with 
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affective and schizophrenic psychoses. has 


been reviewed with the assumption that such 


abnormalities are occasioned by a variety of 
factors including the effect of emotion and 
mood upon various body systems, changes 
in dietary habits, and changes in activity. 
2. It is felt that such information will be 


helpful in following the course of therapy 


on patients with these conditions, will assist 
in differentiating findings due to these psy- 


choses from those of intercurrent disease, 


and will prevent certain laboratory results 
from misleading physicians who encounter 
patients with undiagnosed, early, or border- 
line affective or schizophrenic psvchoses in 
general hospitals, clinics and private practice. 

3. Special attention has been given to ab- 
normalities of the glucose tolerance curve, 
blood cholesterol level, serum calcium level, 
leukocyte count, permeability quotient, liver 
function tests, and basal metabolic rate in 
these psychoses. In addition, numerous 
other laboratory tests are discussed. 
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PSYCHIATRIC DIAGNOSES OF MILITARY OFF ENDERS — 
CAPT. JEROME M. SCHNECK, M. Cs AU. S. 


This paper consists of an outline and dis- 
cussion of the psychiatric diagnoses of 361 
military offenders. These men were studied 
at a military installation known as a disci- 
plinary barracks of the medium security type. 
They were examined several months after 
World War II hostilities had ceased but 
many of them had been confined while the 
war was stil in progress. Their offenses 
varied and these will not be discussed except 
to mention that they consisted of AWOL, 
desertion, theft, assault, insubordination, in- 
citing riot, rape, and other offenses. AWOL 
was most common. This series of 361 cases 
does not comprise all of those seen. Contact 
had been established with well over 1000 
offenders and many more than these 361 
had been interviewed so that a diagnosis not 
encountered in this series may have been met 
before or after these inmates were seen. 


This study is of diagnosis within: the: 


general framework outlined in a War De- 
partment Technical Bulletin.? In the Bulletin 
an attempt is made to introduce uniformity 
in nomenclature and a description of the 
diagnostic categories may be obtained by 
reference to it. Headings 1 through 5 in 
Table Iı are taken from the 
Headings 6 through 9 have been added be- 
cause of difficulties encountered in classify- 
ing all of the offenders according to the 
nomenclature proposed. 

Each diagnosis is based upon informa- 
tion gathered by social worker, psychologist 
and psychiatrist. The psychiatrist is the last 
to interview the man and he makes the final 
diagnosis. The case study consists of a so- 
cial, educational and occupational history, a 
civilian criminal and military history, a his- 
tory of previous military offenses, a story of 
the present offense and account of. adjust- 
ment in confinement, a medical survey, psy- 
chological tests, and lastly a psychiatric in- 


1 Branch, U. S. Disciplinary Barracks, Fort Mis- 
sotila, Montana. 

2 War Department Technical Bulletin (T B MED 
203) Nomenclature and Method of Recording Diag- 
noses, I9 October 1945, War Department, Wash- 
ington 25, D. C. 
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terview. The psychological tests consist rou- 
tinely of an Army General Classification Test 
and occasionally of a Wechsler-Bellevue test 
a Minnesota Multiphasic Personality Inven- 
tory, a Shipley-Hartford Retreat test, anc 
an improvised sentence completion form. 
Some of the offenders were initial cases 
and others had been interviewed and classi- 
fied previously. The latter were interviewec 
at this time for purposes of reclassification 
Very many of the previous diagnoses were 
psychopathic personality, constitutional psy- 
chopathic inferiority or constitutional -psy- 
chopathic state. An impression was gath- 


-ered that these terms were used exceedingly 


loosely and covered a multitude of diagnostic 
groups now listed: under the character anc 
behavior disorders in addition to some of the 
schizophrenias and mental defectives. Many 
of the: cases previously referred to as types 


-of “psychopaths” are included now under the 


headings of antisocial personality, asocia: 
personality, sexual deviate, addiction anc 
emotional instability reaction. The author 
believes that a tremendous improvement ir 
nomenclature has been effected by the current 
classification, especially insofar as elimi- 
nating the loose use of the term psychopathic 
personality; but some question remains re- 
garding the possible retention of the diag- 
nosis for certain cases better understood 
through a more complete evaluation of the 
peculiarly defective super-ego structure. 
This point will not be elaborated here except 
to state that even so, the diagnosis would be 
applied to fewer cases than has been the 
case up to now. 

The. table. requires some explanation. The 
heading, "character and behavior disorders," 
has 70:cases noted immediately after it. This 


. indicates that the admixture of traits discov- 


ered were such as to make it too difficult to 
classify the cases under one of the subhead- 
ings or else, for other reasons, the subhead- 
ings did not seem sufficiently suitable. The 
total of 232 listed after this group indicates, 
of course, the 70 cases classified under the 
generic term plus the remainder scattered 
through the subheadings. It should be noted, 
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TABLE i 
PsYcHiATRIC DIAGNOSES 


I. Transient Personality Reactions to Acute or Special Stress: 


Combat Exhaustion ..... Lek Dev SAPE wales aerate aun i s LUE 0 
Acute Situational Maliadjustment............. less. Vade 6 
2. Psychoneurotic Disorders: 
Anxiety Reaction ....... wc sua oda eius s. ő 
Lssocistive Reaction <cas siiosune i desas PS see SE giver I 
- Phobic Reaction ......... aaa E TANE DET: 
Conversion Reacilon -el s useveses chr roexaxsvxvx merae xe exaw 10 
Somatization Reactions adole REC EE E E a —— EE O 
Obsessive-Compulsive Reaction .......ccccceecesececeeeces O 
Hypochondriacal Reaction .................. «——— (€ . 0 
Neurotic Depressive Reaction............ «dont dea rer 0 


3. Character and Behavior Disorders............ eee eere eee. YO 
Pathological Personality Types: 


SOHO contentious esas owas ieee Kebusoys aedes 9 
Paranoid. cursour To PE Vewse ea Rad cw e bn dad ari O 
Cyclothymic ......... Acci. —— ern TETT I 
inadediaté to as tees aides EA — — eee ey 12 
Antisocial ............. iudi pec NER TNT 42 
ASOCIA usueisves abd sem et e es Toc vH E 8 
Sexual Deviate ........... S — ———Ó frenante 5 
Addiction ooo si ues E ANAE UN xri PEET 29 
Immaturity Reactions ................ eee eee ee kes Jorunn 2 
Emotional Instability Pecon. ERNE EEA ae "UTE. 
Passive-Dependency Reaction ................ee e eese 23 
Passive-Aggressive Reaction ............ eese ere 12 
Aggressive Reaction ..........cccc ccc ceeneneee ee ree | 


Immaturity with symptomatic “Habit” Reaction — E 


4. Disorders of Yotélligence: 
Mental Deficiency : 


. Mental Deficiency, primary..... dau ware Bats UT NE i 
Mental Deficiency, secondary............. eS ud ee hd vds o 
Specific Learning Defects......... em iaa esa 0 
| : Total: 
5. Psychotic Disorders: . 
_ Psychoses Without Known Organic Etiology ........ ere 2 
Schizophrenic Disorders: 
Schizophrenic Reaction, latent................. TT 6 
Schizophrenic Reaction, simple type sus caeeveccesens vo 2 (1?) 
Schizophrenic Reaction, hebephrenic type .............. O 
Schizophrenic Reaction, catatonic type .......... HM æ. 0 
Schizophrenic Reaction, paranoid type ................ 3 (1?) 
Schizophrenic Reaction, unclassified ............ PME 21 (7?) 
Paranoid Disorders: 
Paranolb sua eb vin x ais UMS LOCA Peblint 9) 
Paranoid State .............. — Si —— — 0 
Affective Disorders: 
Manic-Depressive Reaction ........... eere . 0 
Psychotic Depressive Reaction. ......... leere 0 
Involution Melancholia ....... SEEE E TT 0 
Psychoses With Demonstrable Etiology or Associated Struc- 
tural Changes in the Brain, or Both ............ Bb 0 
"Total 
6. Diagnosis Deferred .......... Sap CAE Pu. — Áo re Total 


INO DIAGNOSIS: Sorted E d oe xee eed E EAE exis 


Total: 


Total: 


6 


7 


Total: 232 


17 


34 
46 


5 


[No 
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TABLE 1— Conten 


8. Neurotic Traits 
Obsessive 


9. Additional Personality Types: 
Hysterical Personality 
Compulsive Personality 
Pre-psychotic Personality 


likewise, that 2 cases were classified under 
the general heading of “immaturity reac- 
tions” (this designation being in itself a 
subheading of character and behavior dis- 
orders) because they could not be placed 
under any of the immaturity reaction sub- 
headings. The same explanation applies to 
the psychoses without known organic eti- 
ology. 

Attention to heading number 6 (“diagnosis 
deferred") will show that eventual conclu- 
sions as to final diagnostic evaluations would 
tend to decrease this total and increase the 
total of some of the other diagnostic head- 
ings. Heading number 7 shows a small 
group with no psychiatric diagnosis. This 
might possibly be enlarged were some of the 
diagnosis deferred category to be added to 
it eventually. 

Heading number 8 consists of “neurotic 
traits." This seemed necessary because the 
cases could not be classified elsewhere. Of 
these cases I happens to be listed sepa- 
rately under an obsessive category. . 

Under heading number 9 it seemed neces- 
sary to list cases with personality types not 
recorded elsewhere. These were not ap- 
pended to the psychoneurotic disorders or 
character disorders in order to retain the 
original classification (War Department) 
intact. 

There was some question about making a 
definite, final diagnosis in certain instances. 
This is indicated in the table where, under 
the schizophrenias, the number of cases 
under a subheading is followed by a number 
and question mark in parenthesis. Thus, it 
is equivalent to a “possible” diagnosis. The 
parenthetical addition is included in the num- 
ber preceding it when computing the total 
under the generic heading. 

Each case is listed only under one diag- 
nosis and the diagnosis selected was, of 


* 9» 9» SE à ? 59» $$ 9 8 * 9" * » 5 » * 9» 5 9 9? * * 


C EE SE DE SE EE Er DE SE E] 


s. 2*9 * b 9» 9 9? $ 5 9» 9 9? 5 à * * eB ee 


Total: 10 


course, that into which the case seemed to 
fit most closely. This was done to avoid com- 
plications in computing totals but naturally 
it is very artificial. In fact, it accounts for 
some odd results. Thus, it wil be noted 
that no cases are included under the ‘‘soma- 
tization reactions." Actually there were 
somatization reactions, mainly gas:rointesti- 
nal, cardiovascular and genitourinary, buz 
they did not constitute the main diagnosis. 
Although few cases are listed under the “psy- 
choneurotic disorders” for the reason stated, 
such disorders were seen in other cases 
which do not happen to have fallen withir: 
this particular series. The “dissociative reac- 
tion” listed in the table was a case of som- 
nambulism. ` 

In some instances it was difficult to dis- 
tinguish between the “antisocial” and “aso- 
cial” personalities because of overlapping but, 
again, they were classified as well as possible 
under the more appropriate heading. The 
“sexual deviates” consisted of overt and 
latent homosexuals with a case of pederasty. 

The “addictions”? pertain to alcohol. The 
offenders were listed under this heading 
when the alcoholism did nót appear to be 
symptomatic of another disorder listed in 
this nomenclature. Thus, if a man were al- 
coholic but if the alcoholism were sympto- 
matic of schizophrenia he was listed as a 
schizophrenic. Cases of symptomatic alco- 
holism were scattered through many of the 
diagnostic groups and alcoholism was-quite 
common. There were instances of drug 
habituation but these usually fell under the 
antisocial and asocial personality groups. 

Another point worth noting is that schiz- 
oid features were not infrequent in the of- 
fenders diagnosed as asocial and antisocial 
personalities. Since the latter designations 
seemed more appropriate they were recorded 
thus and the schizoid personality group 
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included only those offenders in whom 
the schizoid character structure was more 
pronounced. The author also would not be 
surprised if, in time, some of the asocial and 
antisocial personalities show more overt in- 
dications of schizophrenic disorders. If the 
group of schizophrenias in this series 
seems large it may be accounted for at least 
in part by the fact that overt delusions and 
hallucinations were not considered the only 
criteria for the diagnosis, provided that other 
indications of schizophrenic thought and 
affect disturbances were discernible. 

The intelligence of many of the offenders 
appeared low both on psychological testing 
and in the clinical interview, but in tabulat- 
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ing diagnoses this was given secondary co 
sideration if a personality disorder seem 
of foremost importance. 

This study of diagnoses cannot, of cour: 
be absolutely fool-proof because of diffe 
ences in available data and individual diffe 
ences in examiners who might attempt su 
a study. It is meant to indicate a trend, ho 
ever, and with these limitations in mind it 
intended as a study in diagnoses within t 
general framework of the nomenclature ot 
lined by the War Department. It may be 
value in a comparative study of diagnos 
of military offenders in other military i 
stallations and perhaps in civilian penal i 
stitutions. 
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THE AMERICAN PSYCHIATRIC ASSOCIATION 


ProckEDINGs or ONE Hunprep AND THIRD ANNUAL MEETING 
HOTEL PENNSYLVANIA, NEW YORK CITY 


May 19-23, 1947 


Monpay MORNING SESSION 
May I9, 1947 


The One Hundred and Third Annual Meet- 
ing of The American Psychiatric Association 
convened at 9.30 o'clock in the Grand Ball- 
room of the Hotel Pennsylvania, New York 
City, the President, Dr. Samuel W. Hamil- 
ton, of Washington, D. C., presiding. 


CHAIRMAN HaMiLTON.— The 103rd annual meet- 
ing of the Ámerican Psychiatric Association will 
come to order. 

The first item on the program is the introduction 
of the President-Elect. If there is anyone here who 
by any chance is not acquainted with Dr. Winfred 
Overholser of Washington, D. C., please consider 
that he is now formally introduced to you and he 
will take the chair. 


CHAIRMAN OVERHOLSER.—President Hamilton, 
Fellow Members, and Fellows of the Association: 
This premature introduction appears to me to be 
elicited now for one sole purpose, and that is, to 
introduce to you the maker of the Presidential 
Address, Dr. Samuel W. Hamilton. I have now 
been introduced. He will now speak. 


Dr. Hamilton presented his Presidential 
Address. After he had concluded, the audi- 
ence arose and applauded. 


CHAIRMAN OVERHOLSER.—Ladies and Gentlemen: 
There is a tradition in the American Psychiatric 
Association that the Presidential Address is not 
open to discussion. I shall respect that tradition 
except for one or two sentences. 

In the first place, Dr. Hamilton, I think, has 
rendered a distinct service in summarizing, in a 
time of flux when there is much dissatisfaction with 
things as they are and no hope for the better, 
what goes on in the Association and how the 
affairs are conducted. He has indicated that a good 
deal is done; that a good deal of change has taken 
place through the years; that the structure of the 
organization is such that it is amenable to adjust- 
ment, to the needs of further changes in the situa- 
tion.. He has done well to call our attention, too, 
to the background of the difficulties which beset 
the institutions, and indeed, the whole practice of 
psychiatry. 


For all of this I am sure we are grateful and 
I wish, on behalf of the Association, to express 
what I am sure you feel: our gratitude to Dr. 
Hamilton for this valuable summary of the past and 
the vision of the future. 


CHAIRMAN HaAMILTON.—l thank you all. 

We now have the pleasant privilege of listening 
to our colleague, Dr. G. Brock Chisholm. He is 
Executive Secretary of the Interim Commission ot 
the World Health Organization, and he will talk 
to us about The Future of Psychiatry. 


Dr. CuisuoLM.—Mr. President, Ladies, and 
Gentlemen: May I thank you most sincerely for 
giving me an opportunity to speak to you. You will 
appreciate, of course, that what I have to say is 


from the point of view. of international interest. 


But when I speak of the future of psychiatry, L 
speak about the organization of it in relation to 
the world as a whole and not to any one part of it 
I would like that clearly understood because I may 
leave out of consideration many things that are of 
national importance. 


Dr. Chisholm presented his address and 
when he had concluded the audience arose 
and applauded. | 


CHAIRMAN Hamitton.—Dr. Chisholm needs no 
formal words from me of appreciation far what he 
has said to you. There will not be a general dis- 
cussion of this paper. We might give the whole 
meeting of the Association with not fcur but six 
or eight or ten sessions to a discussion of various 
phases of it, and have a week filled. 

We are fortunate at this session in having with 
us our colleague from England, Dr. John Rawlings 
Rees. He is going to speak to us more at length 
Wednesday evening, but since the program of next 
year's Congress is primary among the many re- 
sponsibilities that he carries, he will speek to us for 
a few minutes now in elaborating some phases of 
what Dr. Chisholm has said. 


Dr. Rees.—Mr. President, Ladies, and Gentle- 
men: I cannot tell you how much I welcome the 
opportunity of saying a word here, being first ot 
all in this great country and then meeting this 
great Association. 

Dr. Chisholm has certainly put fairly and, squarely | 
in our laps this problem of mental health for the 
future and I need advance no arguments as to the 
importance of what we have some little while been 
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trying to do. I do ask particularly today for your 
interest because, perhaps during the course of this 
conference and meeting, thére may be an oppor- 
tunity for you to give your criticism and your 
suggestions about this particular Congress. 

There are on the reception desk the preliminary 
brochures which have just arrived, which will give 
you the outline of the Congress as proposed, and 
of the program. We do want, we depend, indeed 
we must have active cooperation from this group 
over here in the A.P.A. because without it we 
certainly could not make this International Con- 
gress mean very much. 

The origin of the Congress really was this: 
That the European countries, the countries that had 
been occupied, were, of course, feeling desperately 
cut off from everything that was happening, desper- 
ately aware of the problems that Dr. Chisholm has 
just been talking about. They asked for’ congresses 
and meetings to be arranged in England, and so 
last year, discussing it with some of you over here, 
it was arranged that we should hold what would be 
the Third International Congress on Mental Hy- 
giene and we should combine with it two other 
rather more technical conferences, that on Child 
Psychiatry, their second, and a Congress on Psy- 
chotherapy, which is another European association 
. or federation. We have combined these, as you will 
see in the program, and I would hope to get your 
very frank criticisms. I hope you will shoot us 
down in ribbons, as they say in the Air Force, if 
you do not like it, and let us know about it so 
that we can return to England to the Program 
Committee to tell them about it. 

We puzzled a great deal as to how to xe an 
International Congress effective; how, when we 
will have Chinese, East Indians, Russians, British, 
Scotchmen and all sorts of people talking different 
languages or dialects, how we are going to make 
it succeed in a very short time. Can it be done by a 
whole lot of individual papers that everybody can 
listen to? — 

Well, we thought not. I don't know what you will 
think but we have been somewhat revolutionary 
and we have decided that through the whole of 
that Congress, both in the technical groups and in 
the more general group, no one is going to express 
an individual opinion in a paper; that everybody 
who reads a paper is going to be reading the result 
of group discussion beforehand, and we hope that 
every speaker on this topic of guilt, for example, 
which the psychotherapeutic group on the Conti- 
nent have chosen, will insist that everybody will 
have discussed this with a large and diverse body 
of his colleagues, not only in psychiatry but in 
other disciplines as well, and that when he presents 
the opinions, they will be the opinions of group 
discussants. We can in that way afford to have 
fewer speakers and omit a good many things. We 
are trying to streamline the program as much 
as we possibly can. 

The main -conference of the Mental Hygiene 
group, the larger part of this whole Congress. on 
Mental Health, we have called Mental Health 
and World Citizenship We had, in fact, quite 
early the idea that we could do something to 


support the remarkable charter of the World Healt 
Organization and so we have chosen, as you will 


. see in the program, as our five days of main topics 


the problem of world citizenship and good grout 
relationships, the individual in society, family prob- 
lems and psychological disturbances, planning fo: 
mental health, organization, training, propaganda 
and mental health in industry and industria 
relations. 

We want to get the whole work of this Congres: 
done before the Congress ever happens, if possible 
because I think then we shall really do some 
further good work in the bars, if we can find ther 
in London, which is where most of the work of the 
Congress takes place. The only way we can ge! 
this done is to get these subjects adequately dis- 
cussed, and so we have set up preparatory com- 
missions, separate groups for each of the topic: 
of these five days, groups that we have designed fo: 
their basic structure to have a psychiatrist, a psy- 
chologist, a social scientist, an educational or busi- 
ness man or whatever it may be, an economist anc 
an anthropologist. We have started these centra 
groups in London and they have already begur 
studying all the material that might conceivably 
come under the heading of their particular topics. 

We hope to have the other groups working it 
Scotland because we have chosen Londoners foi 
these central groups. We hope to get them startec 
in Canada and a great many in the United States 
We are going to set them up in Switzerland anc 
Holland and Scandinavia and further still afield 
and we want these groups to meet and to let us 
know when they are meeting, when such group: 
are established, to keep in touch with the central 
group in London, who will then circularize re- 
peatedly, constantly, all the other groups and tel 
them the sort of material that is coming in, the 
general trend of thought, the kind of books, the 
kind of papers that are worth reading. We wan! 
to hammer out these subjects and make sure they 
are presented to the larger world outside as the 
result of this Congress. 

We have told the groups in London, the prepara. 
tory commissions, as we have called them, that w« 
want, if possible, to arrive at some universally 
agreed matters which can be put in the form o! 
resolutions to the World Health Organization at 
the end of that Congress in London. 

And so what I want, and I know I don't ask 
this sort of thing in vain in this Association, is tc 
see university groups, mental hygiene societies, anc 
other groups of this sort being started right away 
We do not have very long. If we can get enougk 
mixed groups approaching it from every angle, 
working on each of these topics, then we shall 
indeed have done much of the work of the Con- 
gress beforehand and we ought to be able, when 
we get to London, to go a stage further jin inter- 
national relations. 

We propose that those who have been working 
in groups in their own countries, when they get 
to London, shall begin to spend part of the morn- 
ings of the Congress in groups, but this time not 
with their own buddies. They should find them- 
selves in groups of ten with representatives from 
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other countries and there will be the need to 
hammer out some of the international difficulties, 
differences of ideology, of terminology and so on, 
and get some real agreement. It will, we hope, 
be an experiment in international relationships in 
getting international agreement. We have a com- 
mittee working on the structure and method of this 
Congress. 

In addition to London, we.also have a further 
group which is quite apart from the subjects that 
you will see suggested in the program. We have 
a group working on the dynamics of social change, 
hoping they will arrive at some practical conclu- 
sions and be able to tell us what we can do when 
they have reached these conclusions, how we can 
affect public opinion, how we can affect govern- 
mntal opinion, how we can make something happen 
as the result of what we as a group feel might 
well be done. 

So that is all I want to say to you today, ladies 
and gentlemen. I hope you will get these pre- 
liminary brochures which are outside. I hope 
that you will give it some time and thought. I 
hope that you will give me all sorts of suggestions, 
ideas and so on, while I am here. Dr. Fremont- 
Smith and I will collect and collate these various 
ideas and suggestions. Please do not feel that if 
you disapprove you should not tell us. Those are 
things I want to know and take back to England, 
criticisms and suggestions and the real impression 
of this, the largest group of psychiatrists in the 
world. Thank you so much. 


CHAIRMAN HAMILTON.—We are happy to have 
this presentation of the big project that is ahead 
for next year at this time. 

Will Dr. Parsons come forward and make a 
report for the Committee on Arrangements? 


Dr. Parsons.—Ladies .and Gentlemen: The 
Committee on Arrangements has been especially 
set up by the officers of this Association for your 
convenience and comfort and for the entertain- 
ment of your ladies. The Committee anticipates 
that most of the men members will find their 
entertainment between the covers of the program, 
and but little has been planned for them. 

Members will be welcomed this evening, admis- 
sion by badge let me say, between six and seven 
P.M. at a cocktail party. The hours will be strictly 
adhered to and, I repeat, admission will be by 
badge. . 

‘In the vicinity of New York, there is much of 
psychiatric interest. Institutions and clinics are 
open to you and you are especially invited to the 
Payne-Whitney Clinic at the foot of East 68th 
Street. For those who have a special interest in 
schooling and juvenile delinquency, I shall have 
occasion later to make a special announcement. 

For us there is an interesting program. Having 
had nothing to do with it myself, I may be 
permitted to say it is the best ever. The Council 
has provided for the Women’s Division of the 
Committee on Arrangements a special rendezvous, 
at which place the ladies will find gracious and 
good-looking hostesses to advise them how to 
spend the time pleasantly and profitably. To all 


PROCEEDINGS OF SOCIETIES 


331 


ladies and gentlemen, the Committee en Arrange- 
ments hopes that when the unhappy time for your 
departure comes, you will go away regretfully. 


CHAIRMAN Hamitton.—Thank you, Chairman 
Parsons. 

Dr. Malamud, will you report for the Committe2 
on Program? 


Dre. Maramup.—Mr. President, Ladies, and 
Gentlemen, the program as printed is, I hope, before 
you all, and there is very little that I have to add 
to it. There are a few changes that we felt had ta 
be made after the program was set up and one oi 
the most important ones is one that I want to men- 
tion right now. ‘ 

This afternoon at two o'clock we had scheduled, 
Section IT, the program of Experimental Studies. 
We had to change that. You have a notice to that 
effect on the back of the first page and also at 
the beginning of this morning’s program. Section 
II, therefore, instead of the Experimental Studies, 
will be a meeting of the Joint Session of the 
American Psychoanalytic and American Psychiatric 
Associations. That will be up in the Fenn Top. 

There are a few minor changes in regard to 
papers that had to be shifted, but those will be 
announced at each of the Sections by the chairman. 

The Committee and, I am sure, the President, are 
very eager to have the meetings take place sharply 
on time and according to schedule. The chairmen 
of the various sessions will please start their meet- 
ings at exactly the time when they are supposed 
to. Members of the Program Committee will Ee 
available if anything happens, such as if one of the 
chairmen cannot be at a session, and they will 
start the meeting. It is very important for those 
of you who are presenting papers to please hold to 
your time limits. The Chairman will try and do 
that, but it is much more pleasant for the essayist 
as well as for the chairman to have the man who 
reads the paper watch his tims himself. 


CHAIRMAN Hamutton.—There are a couple of 
misprints in the program. The Chairman of Sec- 
tion III on Wednesday morning will be Dr. James 
Watson. i 

The Chairman of the program on Psychopath- 
ology on Thursday morning will be Dr. John G. 
Lynn, IV. 

Now the report of the Secretary-Treasurer. 


Dr. BARTEMEIER.—I have first an. announcement 
to give you, a message from our distinguished 
colleague in Mexico, Dr. Samuel Ramirez Moreno. 
Dr. Moreno wires us as follows: “In the name 
of the Secretary of Public Health and Assistance 
of Mexico and in my own, I want to express our 
wishes for the success of this annual meeting in its 
benefit to science and to your patients. Sincerely 
yours, Dr. Samuel Ramirez Moreno." 

I have two requests: Will the chairmen of the 
Sections kindly give me the names of the newly 
elected officers of the Sections so that they may be 
announced during the course of our meeting on 
Friday? 

I have also been requested to announce that the 
Membership Committee will meet with Dr. Ackerly 


332 


for a brief special meeting at twelve o'clock noon 
today in Koom r148. 


There will also be a meeting of the Committee 


on Legal Aspects of Psychiatry at two o'clock 
today in Conference Room No. 3 on the ballroom 
floor. So much for announcements. 

It is my pleasure to give you the following re- 
port regarcing our membership as of April 1, 1947: 

We had a total membership in our Association 
of 3,972 as of April 1, 1947. This represents a net 
increase in our. membership of 338 members during 
the past year. Our membership has more than 
doubled in the past ten years. The breakdown of 
the total membership is as follows: We have 19 
honorary members, 98 life mémbers, 18 correspond- 
ing members, 935 Fellows, 2,485 members and 417 
associate members, a total of 3,972 members, of 
the Associztion as of April rst of this year. 

I will now give you a brief summary of our 
financial situation for the period from April 1, 1946, 
to March 31, 1947. This is the auditor's report. 

The income from our general account amounted 
to $34,742.65. The income from the JouRNAL ac- 
count amounted to $12,815.65. The income from 
the annual meeting in 1946 amounted to $13,184.15. 


The total income to the Association from these ' 


three sources—the general account, the JOURNAL, 
and the annual meeting—amounted to $61,742.45. 

'" With regard to the expenses: The expenses 
from the general account amounted to $33,503.02. 
The expenses connected with the AMERICAN JouR- 
NAL OF PsycHIATRY amounted to $17,723.53. The 
‘expenses in connection with the annual meeting 
.in Chicagc amounted to $13,188.98, so that our 
total expenses during the past fiscal year amounted 
:to $64,415.23 and our total income was $61,742.45. 
Our deficit for the last year was $2,673.08. | 
Now a recapitulation of all our resources: We 
have a total cash balance on hand of $22,099.16. 
Our net resources including this $22,099.16, to- 
gether with United States government bonds, 
Canadian government bonds, meeting account and 
the AMERICAN JOURNAL or PSYCHIATRY account, 
jn the Chase National Bank, amount to $42,747.68. 


CHAIRMAN Hamirton.—This report has been 
acted on by the Council and is brought you for 
your information. In due time you will be called 
on to corroborate and approve all the acts of the 
Council, so you will approve this indirectly unless 
you find scme errors meanwhile. 

The Committee on Resolutions will be as follows: 
Chairman, Dr. Harry A. Steckel of New York, 
Dr. Cari J. Hedin of Maine, Dr. Edwin E. McNiel 
of California, Dr. Charles G. Stogdill of Ontario, 
and Dr. Charles A. Zeller of Michigan. I ask 
that all the members of the Committee report to 
Dr. Stecke] as soon as they can and he will inform 
them when the meeting of the Committee will. be 
held. 

One of the serious and more saddening moments 
of the-annual meetings, as time goes on, is when' we 
pay respect to the memory of our deceased col- 
leagues. Father Kelly, one of our two Fellows 
who are also clergymen, was to have pronounced 

the benediction. He has wired us that, owing to 
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injuries from an automobile accident, he will not 
be able to be here. We have sent a proper tele- 
gram of sympathy to Father Kelly. 

The Secretary will read the list of deceased 
members, During that reading the audience will 
rise. At the end, I will read you a part of Father 
Kelly’s telegram. I will ask you to stand for a 
moment after that in silence and will give you a 
signal by the gavel: to resume your seats. 


While the audience stood, Dr. Bartemeier 
read the list of the deceased members as 
follows: 


G. G. Kineon, Gallipolis, Ohio, died Aug. 21, 


1943. 

A. Whitefield’ Hawkes, New York, N. Y., died 
Dec. 17, 1943. 

A. W. Foertmeyer, Cincinnati, Ohio, died Jan. 24, 
1943. 

Elmer N. Carter, Huntington, W. Va. died 
June 19, 1944. 

Orland R. Blair, Clarks Summit, Pa., died Oct. 
21, 1944. 

S. Stanley King, New Rochelle, N. Y., died 
Jan. 10, 1945. 

William W. Richardson, Mercer, Pa., died June 
19, 1945. 

James W. MacNeill, N. Battleford, Canada, died 
July 1, 1945. 

Clifford B. Howard, Ogdensburg, N. Y., died 
Aug. 10, 1945. 

George J. Wright, Pittsburgh, Pa., died Oct. 1, 
1945. 

Robert M. Elliott, Canandaigua, N. Y., died 
Oct. 5, 1945. 

C. E. Shinkle, Cincinnati, Ohio, died Oct. 5, 1945. 

Gomer S. Llewellyn, Mayview, Pa., died Nov. 21, 
1945. 

Arthur J. White, NM Pa., died Nov. 2t, 
1945. 

Benjamin Warren Black, Oakland, Cal, died 
Dec. I, 1945. 

Arthur E. Pattrell, Baltimore, Md., died Dec. 17, 
1945. 

Frank S. Rankin, Chicago, nt. 
I945. 

T. B. Bass, Abilene, Tex., died Dec. 22, 1945. 

Lorne W. "Y ule, Columbus, Ohio, died Feb. 17, 
1946. 

Michael F. Lonergan, New York, N. Y., died 
Mar. 7, 1946. 

P Wolfson, Poughkeepsie, N. Y., died Mar. 15, 
104 

Walter S. Tensen, Washington, D. C., died Apr. 
4, 1946. 

mE Plouffe, Montreal, Canada, died Apr. 6, 
194 

Shelton G. Siverourg, Evansville, Ind., died Apr. 


died Dec. 21, 


. 6, 1946. 


Earle V. Gray, Helmuth, N. Y., died Apr. 21, 
1046. 

Thomas P. Prout, Summit, N. J., died Apr. 26, 
1946. 
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Miner H. A. Evans, Boston, Mass., died May 5, 
1946, | | 

Jacob Kasanin, San Francisco, Cal., died May 5, 
1946. 

Bruno Daniel, Ward's Island, N. Y., died May 21, 
1046. 
Blakely R. Webster, Plattsburg, N. Y. died 
Sept. 5, 1046... 

Lilla Ridout, Bryn Mawr, Pa., died June 27, 1046. 

Glenn S. Weaver, Big Springs, Tex., died May 
IO, 1946. 

Norman G. Tufford, Detroit, Mich, died Aug. 
IO, 1946. l 

James E. Smith, Petersburg, Va., died Aug. 15, 
1946. 

Florence Chapman, Akron, Ohio, died Sept. ro, 


1946. 
Louis Malinash, Brooklyn, N. Y., died Sept. 20, 
1946. , 
Christopher C. Beling, Newark, N. J., died Dec. 
I, 1946. 


Walter Schilling, San Francisco, Cal., died Dec. 
16, 1946. 

Edouard Toulouse, Paris, France, died Jan. 19, 
1047. 

Arthur S. Pendleton, Raleigh, N. C., died Jan. 26, 
1947. 

Clara Louise McCord, Philadelphia, Pa., died 
Feb. 8, 1947. 

Mary J. Walters, Atlanta, Ga., died Mar. 7, 1947. 


CHAIRMAN Hamitton.—“May God be with you 
and all my colleagues of the Association in your 
deliberations and in your continuing to be sound 
leaders of our most important profession. May the 
deceased members whose names you read receive 
fror. Him their deserved reward for devotion to 
_the afflicted. May they rest in peace.” 

There will be a meeting of the Council ‘at 3.30 
in Conference Room No. 2 where it met yesterday 
and the day before. The Council are informed of 
this, but any representatives of Affliate Societies 
who have come in this morning will recall that 
their presence is not only welcome but sought. 


The session adjourned at 11.30 a.m. 


TUESDAY MORNING SESSION 
May 20, 1947 


The general session of the American Psy- 
chiatric Association convened at 9.00 o’clock 
in the Grand Ballroom of the Hotel Penn- 
sylvania, Dr. Samuel W. Hamilton presiding. 


Presiwent HaMuürroN.—Ihe meeting will come 
to order. Gentlemen, the Chairman of the Nomi- 
nating Committee, Dr. Earl D. Bond, will report. 


Er. Bown.—M. President, Ladies, and Gentle- 
men: The Nominating Committee presents a 
unanimous report. It was convinced that at last 
yeazs meeting the Association showed that it 


wanted to have an Association vote on many of. 


its officers. 


The Committee commenced the discussion bf 
nominating machinery, as an experiment, the bel- 
loting of which will be held today, and for the 
good of the Association, three outstanding men have 
allowed their names to go on the ballot for Presi- 
dent-Elect for 1947 and 1048. All these men deserve 
the sincere thanks of the Association. 'The Com- 
mittee nominates for President-Elect Dr. Nolan 
D.. C. Lewis, of New York; Dr. William C. 
Menninger, of Kansas, and Dr. Arthur P. Noyes, 
of Pennsylvania. 

For three Councillors, the Committee proposes 
the following: Dr. William Malamud, of Massa- 
chusetts; Dr. Mesrop A. Tarumianz, of Delaware; 
Dr. George S. Johnson, of California; Dr. Robert 
H. Felix, of the District of Columbia, and Dr. 
Frank H. Luton, of Tennessee. 

You will notice that two names have been 
omitted from the printed ballot. One of these is 
Dr. John Romano. His name is withdrawn at his 
request for reasons acceptable to the Committee. 
The other name is that of Dr. Donald W. Hastings, 
whose name is withdrawn because he will not 
become a Fellow at this meeting, as was expectad. 

The Committee was asked by the Council to 
make nominations for the office of Treasurer sepa- 
rate from that of Secretary, and so it recommends, 
for Secretary, Dr. Leo H. Bartemeier of Michigen; 
and, for Treasurer, Dr. Howard W. Potter of New 
York. i 

For Auditor, the Committee recommends Dr. 
Conrad S. Sommer of Ilinois. 


CHAIRMAN HAMILTON.—You have read the re- 
port, gentlemen, are there any objections? 

In the absence of objections, the report is ac- 
cepted, and nominations are in order from the ficor. 
Are there nominations for the office of President- 
Elect? 

Hearing none, the Chair will proceed. Are there 
any nominations for the office of Secretary? 

Are there any nominations for the office of 
Treasurer? Are there any nominations for the 
office of Councillor? 


On motion by Dr. Charles Englander, 
seconded by Dr. Spafford Ackerly, it was 
voted to close the nominations. 


CHAIRMAN HawirroN.—Ballot boxes have been 
placed in the polling booth near the registration 
5d The polls are open from nine o'clock until 
our. 

The Board of Tellers will consist of the fol- 
lowing: Dr. Marion R. King, of the District of 
Columbia; Dr. Melvin J. Rowe, of California; 
Dr. Newton J. T. Bigelow, of New York; Dr. 
Coyt Ham, of South Carolina; Dr. Louis V. J. 
Lopez, of Colorado; and Dr. Sidney G. Chalk, of 
Ontario. Those Tellers who have not seen Dr. 
King will please report to him. Dr. King is Crief 
Teller. 

The Chair knows of no other business to take 
up at this time. The Tellers will have a long job, 
and I would ask that you make their work as con- 
venient as you can, please. The Chair will be avail- 
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able in the late afternoon to hear the announce- 
ment of the vote. It is not planned to call the 
Association together for that purpose, SE we 
will pass the word around. 

Members znd Fellows are entitled to vote. 

The Tellers will proceed to the registration room 
and commence their duties. They will be ready 
to receive you al! there in a very few minutes. 

We have printed ballots with the names of the 
nominees that were read to you, and which also 
contain two names which you can disregard or 
strike off, together with space for writing in other 
names. However, since no other nominations have 
been made, that space is unnecessary at the presen 
time. 

Gentlemen, our constitution says that the Presi- 
dent-Elect shall succeed to the Presidency at the 
end of the Convention session. It says that the 
retiring President shall become Councillor. It also 
says, in another place, that all the officers shall 
be elected. 

Unless there be objection from the floor, the 
Chair directs the Secretary to cast a ballot for 
the President-Elect to become President, and for 
the out-going President to become Councillor. -` 

Hearing no objection, we will do it that way. 
The constitution does not intend to have any con- 
fücting areas, but I thought we would do this so 
cur records will be all straight. You see, we are 
a corporation, incorporated under the laws of the 
District of Columbia. 

I believe 1 a2ve spoken long enough now and that 
the Tellers are ready. The session, therefore, is 
adjourned. 

Before you leave, let me remind you of another 
thing: It is strongly, urgently requested that you 
abtain your tickets both for the round table meet- 
ings and the banquet today, instead of waiting until 
tomorrow, when some late-comers will be in and 
wanting to get to the bcoth. Please buy all the 
tickets that vou are going to want, if you have 
now made up your mind about them, today. The 
balloting will proceed. 


The session adjourned at 10.00 a.m. 


WEDNESDAY MORNING SESSION 
May 21 1947 


The business meeting of the American 
Psychiatric Association convened at 9.00 
o'clock in the Grand Ballroom of the Hotel 
Pennsylvania, New York City, New York, 
Dr. Samuel W. Hamilton presiding. 


Presmpent HiAMILTON.— Ihe meeting will come 
to order. Some business comes over from yesterday. 
Our Tellers were busy until 8.00 o'clock last night. 
At this time, before their announcement, I wish 
to convey the thanks of the Association to them, 
‘and also to the two ladies who served as poll clerks, 
for their earnest, intelligent, and very faithful 
attention to their duties. 

The chief teller, Dr. Marion R. King, will pre- 
sent the report of the election. 


Dr. Kinc—The number of ballots and the num- 
ber of votes cast during the annual election of 
May 20, 1947 are as follows: Total number of 
ballots, 562; total number of votes for candidates 
listed on the printed ballots for President-Elect, 
Dr. Nolan D. C. Lewis, 198; Dr. William C. 
Menninger, 230; Dr. Arthur P. Noyes, 133. 

For Secretary, Dr. Leo H. Bartemeier, 519. For 
Treasurer, Dr. Howard W. Potter, 506. For Coun- 


cillors, Dr. Robert H. Felix, 388; Dr. George S. 


Johnson, 281; Dr. Frank H. Luton, 170; Dr. Wil- 
liam Malamud, 399, Dr. Mesrop A. Tarumianz, 252. 
For Auditor, Dr. Conrad S. Sommer, 467. 

There were also a total of twenty names written 
in the blank spaces on the ballots by the voters: 
one name with one vote for president-elect, two 
names with one vote each for secretary, two names 
with one vote each for treasurer, thirteen names 
with a total of forty-nine votes for councillors and 


two names with one vote each for auditor. 


The final results of the election are as follows: 
Elected for president-elect, Dr. William C. Men- 
ninger; for secretary, Dr. Leo H. Bartemeier; for 
treasurer, Dr. Howard W. Potter; for councillors, 
Dr. William Malamud, Dr. Robert H. Felix, and 
Dr. George S. Johnson; for auditor, Dr. Conrad S. 
Sommer. 


PRESIDENT HaMiLTON.—Let me call your atten- 
tion to the fact that the auditors have also given us 
a very careful report. In the absence of objection 
on constitutional or other grounds, I declare these 
gentlement elected: William C. Menninger, Leo H. 
Bartemeier, Howard W. Potter, William Malamud, 
Robert H. Felix, George S. Johnson, and Conrad S. 
Sommer to the respective offices for which they 
were nominated. 

There will be a meeting of the Council this 
afternoon immediately following the session. The 
newly elected coüncillors take office immediately 
upon election. 

I would like to say a word to the assembly about 
our retiring councillors. It has been a great privi- 
lege to serve- with this Council. Those going off 
include Dr. Waggoner, who brings to us the ex- 
perience and the valuable teaching ability that 
come from a great university; Dr. George Alex- 
ander Young, an admirable example of urbanity 
and effectiveness, of what the private practitioner 
can be, and now that some of the younger private 
practitioners are finding voice they may well look 
to what has been done in the Omaha region, which 
is in no small measure the result of the activities 
of a private practitioner; Dr. Thomas A. Ratliff, 
a fine outspoken representative of the progressive 
group, and Dr. Arthur H. Ruggles, previously 
secretary, president-elect, and president of this 
organization and upon whom has fallen in no small 
measure the mantle of the late Thomas W. Salmon. 
When there are difficulties and when there are 
conflicting views to be reconciled and when there 
are personal tangles that need to be untangled, there 
is no one more valuable to this Association and his 
colleagues than Dr. Ruggles. : 


The secretary will read to you a constitutional 
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amendment which was duly noted to you a year 
ago and has been printed in the JOURNAL, 


Dr. BARTEMEIER.—Às printed in the JOURNAL 
in the January issue of the present year: "Notice 
to members of the American Psychiatric Associa- 
tion: In accordance with the provisions of Article 8 
of the constitution of the Association and in ac- 
` cordance with the vote of Council, notification is 
hereby given that at the 1947 meeting the follow- 
ing amendments proposed by the Committee on 
Membership will be presented for vote: 

“Strike out Article 3 Section 5 and insert the 
following in its place: Section 5—Members here- 
after shall be chosen írom physicians who have 
specialized in the practice of psychiatry for at 
least three years and after fulfilling the require- 
ments of associate members. Members shall be rec- 
ommended to fellowship as it becomes apparent 
that they deserve this recognition. 

“Amend Article 3 Section 6 to read as follows: 
Section 6—Associate members shall be physicians 
who have had at least one year’s practice in a 
mental hospital or its equivalent.” 


PRESIDENT HAMILTON.—In my opinion, the es- 
sence of this is that it is a little harder for us to 
elect as a member a person who has not had hos- 
pital experience. One of our quite prominent mem- 
bers who addressed you Monday would have been 
a little harder to elect as a member when he was 
elected two or three years ago, under the constitu- 
tion if amended in accordance with these recom- 
mendations. 

The proponent of the amendments is Dr. Ackerly 
and I will ask him to come to the rostrum and 
explain to you why he and the committee think 
that this further restriction should be made. 


Dr. ACKERLY: May I read the section of the 
constitution, Article 3 under membership as it now 
stands? That is, concerning these two sections. 
Section 4, Article 3, now reads: "Associate mem- 
bers shall be physicians who have had at least orie 
year's practice in a mental hospital Section 5 
reads as follows: “Members hereafter shall be 
chosen from physicians who have specialized in the 
practice of psychiatry for at least three years." 
Now it seemed to the Committee on Membership 
that this Association would wish to have on record 


in the constitution some requirement whereby a 


member must have some experience in a mental 
hospital or its equivalent. It was felt by the Com- 
mittee that this new wording would put the Ameri- 
can Psychiatric Association on record as favoring 
orie year's practice in a mental hospital for members 
as well as associate members and, at the same time, 
keep the meaning of the articles of this Association 
broad enough not to exclude any desirable member. 


These amendments were adopted on mo- 
tion by Dr. Ackerly, which was seconded by 
Dr. Ruggles. 

PRESIDENT HaAMiLTON.—The Secretary will in- 


form you of some amendments proposed -for action 
next year. 
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Dr. BARTEMEIER.—~The following amendments are 
proposed by Dr. Samuel W. Hamilton in a com- 
munication to me dated February 10, 1947: "Dear 
Doctor: Please be informed that the following 
amendment to Article 6 of the constitution and 
two amendments to Article 7 are respectfully pro- 
posed for action at our annual meetinz next year." 
(That is, 1948). 

“Article 6: Add as follows, Section 4: The 
Council may fill vacancies occurring among elected 
officers. Article 7, strike out the words ‘or 
Council.’ ” 

May I read this first article? In article 7 under 
“powers” our present constitution states, “The 
president shall preside et the annual and special 
meetings of the Association or Council.” Now 
the proposed amendment is to strike out “Or 
Council.” 

The additional amendment that is praposed is 
that “the Council shall choose annually a fellow 
of the Association as moderator to preside at all 
its sessions. In case the moderator be not a mem- 
ber of the Council he shall have no vote.” 

Then Dr. Hamilton adds: “It may be -emarked 
that these amendments have been discussed in- 
formally with councillors and others for two 
years and the present form is the result of such 
deliberations.” 


PRESIDENT HAMILTON.—I mentioned these mat- 
ters in my report to you Monday. Perhaps some- 
time during the year I shall bring the subject up 
again. They have been modified from the original 
wording that was proposed by me. 

I sponsor them with entire satisfaction in their 
present form, and no discussion is necessary now 
because you have a year to think about that. 

The next order of business is the election of 
members. The Secretary will inform you about 
the recommendations of the Council. 


Dr. BARTEMEIER.—Ihe acts of the Council at 
its December meeting on December 14-15, 1946 have 
already been distributed. 

The Council recommends for election to associate 
membership a total of 95 names. For reinstate- 
ment as an associate member, one; zor election to 
membership, 356; reinstatement as members, seven; 
transfer from associate member to member, 124; 
transfer from member to fellow, 75; reirstatement 
as a fellow, two; corresponding member, two; 
honorary member, two. The second ane is Dr. J. R. 
Rees of London. 

PRESIDENT Hamitton.—If the Association 
wishes, these names will be read to you individually, 
but you have them before you with the exception 
of the last name, Dr. John Rawlings Rees who 
is well known to you, whom you heard Monday, 
and whom you will hear tonight. 


Dr. Rubenstein moved that the secretary 
cast a ballot for the election of these persons 
in their respective classes and the reinstate- 
ment of certain ones who have formerly been 
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members. 
and it was carried. 


PRESIDENT HAMILTON.——I would like to inform 
you of the presence of several persons from abroad, 
in addition to those whom you have already seen 
and perhaps heard: Dr. Baron from the Argentine, 
and if he is in the audience at the moment we 
would appreciate his standing but I don't think he 
is here this morning; Dr. O’Reilly of Birmingham, 
England, and Dr. Sargent of England; Mrs. Gil- 
lespie, the widow of our former honorary member, 
R. D. Gillespie. 

The Secretary will give you the report of the 
Council. 


Dr. BARTEMEIER.—Upon the request of the Mary- 
land Association of Private Practicing Psychiatrists 
supported by the opinions of 899 fellows and mem- 
bers, the Council recommends the establishment 
Of a Section for this group. 

The New York Society for Clinical Psychiatry 
has applied to become an affiliate society. A copy 
of its constitution and bylaws, together with a 
list of its members, has been filed and the Council 
recommends that the society be accepted. i 

It has been voted to.accept a gift of $25,000 from 
the estate of the late Lt. Lester N. Hofheimer to 
establish an annual prize of $1,500 for eighteen 
years for distinguished research contributions to 
psychiatry. A self-perpetuating board composed of 
fellows and members, one of whom will be the 
president ex-officio, will award this prize at annual 
meetings of this Association. 

The membership dues of Dr. John F. Norris have 
been remitted until he resumes practice. 

The Council voted to revise the wording of the 
: membership certificate and the fellowship obliga- 
tion. 

Telegrams have been sent to the chairmen of 
the House Committee on Veterans Affairs and the 
Committee on Appropriations in the House and 
Senate, urging that the appropriations for the 
N europsychiatric Division of the Veterans Adminis- 
tration be increased in order to maintain high stand- 
ards of medical care for veterans. 

Dr. C. C. Burlingame has been delegated to repre- 
sent the Association at coming meetings of the 
Royal Medico-Psychological Association and the 
Netherlands Psychiatric Society. i 

It has been voted to send a copy of the report 
of the Committee on Psychiatric Social Work to 
the superintendents and medical directors of mental 
hospitals in the United States and Canada. 

One dollar from the dues of each fellow and 
member is to be allotted to the JOURNAL account. 

The Council decided that within sixty, days prior 
to the annual Council meeting, the Committee on 
Membership shall distribute to Council their ap- 
proved list for all classes of membership. 

An appropriation of $1,500 was voted to the 
Committee on Psychiatry in Medical Education.  , 

A special committee will be appointed to draw 


up a statement of psychiatric principles and prac- 


tice, 


PROCEEDINGS OF SOCIETIES 


Dr. Heldt seconded the motion 


[ Nov. 


Upon the recommendation of the Committee on 
Standards and Policies, it was voted to create a 
Board for the rating of mental hospitals, the funds 
to be obtained elsewhere. 

A re-issue of the centenary volume in a cheaper 
edition is approved for publication. 

The Secretary has been instructed to send notes 
of regret at the absence from its meeting of the 
following four past-presidents of the Association: 
Drs. Adolf Meyer, Clarence O. Cheney, James V. 
May, and C. Fred Williams. 

Questions having been raised about certification 
of psychiatrists working in institutions for mental 
defectives, the problem was referred to the Com- 
mittee on Standards and Policies for consideration, 
and Dr. Bowman was delegated to confer: with 
the American Board of Neurology and Psychiatry 
about the matter. 

The Council voted that the Executive Committee 
investigate the desirability of our securing member- 
ship in the Social Science Research Council. 

The Association will pay $75 to the American 
Registry of Pathology as its share of the expense 
of the preparation and distribution of pathological 
slides. 

The Council approved: the recommendation of the 
Executive Committee that the Thursday morning 
session be considered a meeting of The Committee 
of the Whole. 

On motion by Dr. Sandy, seconded by Dr. 
Ackerly, the report of the Council was voted 
accepted and approved. 


PRESIDENT Hamirron.—Some of these matters 
will receive further comment in the JOURNAL. You 
can see that some of them bring us great gratifica- 
tion and others are knotty problems that we report 
to you because we are endeavoring to untangle 
them. 

Wil Dr. Burkes come forward? I had the 
pleasure on Dr. Overholser’s nomination of ap- 
pointing Dr. Burkes of Portland, Oregon, Chair- 
man of the Committee on Arrangements for next 
year's meeting. 

He is here and desires to say something, although 
I don't know whether he will talk about the climate 
or roses or what else, but he wants to say some- 
thing about the relation of this Association to 
Portland, Oregon, in 1948. 


Dr. Burxes.—I shall omit speaking about the 
weather. This year we had the most perfect weather 
that I have ever known since I have been in Port- 
land, and next year we can promise you nothing 
so far as the weather is concerned. However, 
the Weather Bureau informed me that for this 
same period in the past 40 years the average rain- 
fall has been 20 one-hundredths of an inch for 
those 5 days. This may help some. 

The hotel situation in Portland is adequate, we 
feel, to handie this crowd. We have in the twelve 
leading hotels, a total of 2,700 hundred rooms and 
we have been promised 850 double rooms and some 

2,300 single rooms. That has been assured us. 

We may have more at that time than these 12 

more acceptable hotels. To relieve some anxiety 
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about this, I might state that the American Medical 
Association met in .Portland in 1929 and the crowd 
was handled adequately; and a few years later 
the American Legion met there with a much larger 
number; and this coming July the Elks Convention 
will be held in Portland, and they anticipate some- 
where in the neighborhood of some 30-40,000 people. 

The medical activities, including the scientific and 
commercial exhibits and all the things pertaining 
to the scientific programs, will be held in the 
Masonic Temple. It is centrally located and is 
only half a block to 2 or 3 blocks from a number 
of the hotels and only some 8 or ro blocks from 
the hotel which is the farthest away. 

The ballroom floor, which is on the ground floor, 
we have reserved for the exhibits. We have there 
some 6,100 square feet of space that can be used 
in addition to many square feet on the promenade 
that extends the full length of the auditorium on 
two sides and one end. The room on the second 
floor will seat some 5-600 and there are three 
other rooms that will seat 250 each. On the third 
floor, the Shrine Hall can seat 1,700 people. There 


are a number of smaller rooms available in addi- 


tion to one dining room that will seat up to 300. 
All activities not pertaining’ to the scientific 
program will be held at the Mulincman Hotel. 
The banquet and many of the dinners and perhaps 
the round table discussions could be held at the 
Masonic Temple if it were not for the meals, but 
we have ample space and some to spare in the 
Multnoman Hotel to take care of that activity. 
We are very happy and feel quite honored to 
have Portland accepted as the host city for the 
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coming convention and we shall try to see that. 
none of you who might attend are cCisappointed. 


PRESIDENT HaAMIiLTON.—[lÍ it turns cut that anv 
of our membership will be in England or Holland . 
this summer, we shall be happy to designate addi- 
tional delegates to the annual meetiags of our 
sister associations in those countries. If any oi 
you decide to make that trip, please be so good 
as to inform the secretary. 

It would be a convenience at the present time i: 
someone would move ratification of the acts o: 
Council and the Executive Committee taken since 
the last annual meeting. Would someone care to 
do that? This being a corporation it is well to 
have that kind of a.motion on the record every 
year. 


Dr. Dunton moved that the acts of Counci 
and the Executive Committee taken since the 
last annual meeting be ratified. Dr. Steven- 
son seconded the motion and it was carried. 


PRESIDENT HAMILTON.—Let me announce again, 
please, that immediately after the afternoon session 
the Council will meet in Parlor A, and those 
gentlemen who are newly elected will report for 
duty. Please get your tickets.for tonight’s ban- 
quet as soon as you possibly can. There will be a 
goodly number and we would like to have a 
complete check, if possible, because it will aid the 
management. We will now have the report of the 
auditors. 


Dr. BarteMEIER.—This report is for the period 
from April 1, 1946, to March 31, 1947: 


INCOME 


Income—General Account: 
Membership Dues 


Back DUCS e esa unee tic aes eee ada tI ER tue nets $1,969.50 
I049-40/05 oon Eo er queat epis Da puris sean oe ae dor Drac eects 1.00 
10427715. EEEE vio Gaeta tap r6 eal ere aaa eT E ag 184.66 
TONGAS visco eL oh re cn P E a E EMI IDE MES 28,677.00 
Refund—Annual Meeting DEC Ur NE 1,700.00 
Fellowship: Certiticares: kids cua exercet v e pera n vo psa 295.00 
Membership Certificates ........ ccc cc cc cece ec cece ecenvccecencs 66.00 
Biographical: Directory wires exces rsson aE ice rt TEENA EE RES 2.75 
Rent— Committee Psychiatric Nursing —————— pp 700.00 
Rent—AMERICAN JOURNAL OF PSYCHIATRY.............. cesses. 300.00 
Interest—Savings Account and Bonds........... 00s. ccc cess cence 754.70 
Insurance Refund si sadist avs SUA te Eua) VENE SR ew VER Ebene 02.04 
Total Íncome—General Account.................. ee eee ee enee $34,742.65 
Income—AMERICAN JOURNAL PSYCHIATRY: 
PAVETUSING® jg xx9353 9 355 een ieee takes pud eda qty $5,527.52 
SUDSCLIPHONS sv viatex Dess vehere sace Tosd ew melts eas da ED UM Nee) 7,919.76 
Back NUmDers aussi dau usa e mea ERR sees SU EN 290.2 
Miscellaneous ............ — — j—————— — are 78.09 
Total Income—]ounNAL Account.............. ViguteN dedu 13,815.65 
Income—Annual Meeting—1946 
Commercial Exhibits 5.22 ever vr rus ———— M .. $6,630.00 
Banquet Gifts $500. (Abbott Labs., $300. Chicago Neurological So- 
ciety, $200.) Tickets, $3,324.00... ........ leeren 3,824.00 
Carried forward ous steep Teri Pvt aiei ete US ia qu aue ees $10,454.00 
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Brought forward ...... TORRE RUNS 


Cocktail Party (Committee on Arrangements, $471. 

S100.) 
RegistraltOl. sos ce 4x es ees eue nA eei "REA 
Programs 
Subsidy American Psychiatric Assocation Scie aad 5G Ped aa d tare eek 


* * 9 9 € & € 9 9 »$ € & OG & * « ^ * » * 6 e * * * 


€ b €" €$ 8 b» 9 oW à 4 & » e» 38 € 9 9 8&8 V  » 92€«4 5» «a € * "ib $ «€ "098 u8 98 ^"»"»».09 eee "«3sób^*bqdjdÁ5Á ec2.9-5295 


Total Income—Annual Meeting............. eee eene 


Total Income .......... eee TECH nue piel teed oa es 


EXPENSES 
Expenses—General Account: 

Salary—Executive Assistant 
Clerical Salaries oo ello due LP wens yea es ees EOE vanis dan 
Ernte. caine ae terra ssa gode Va envie dod S e dri Ricard Sas 
Committee Expense 
Joint Committee on Personnel and Mental Hygiene............... 
Fellowship Certificates .1........... ss NET DETTO 
Membership Certificates .............. ess. "emm 
Telephone and Telegrams..... Rima UO PHAR CE TE DURQELQESM Ed : 
Electricity 
Rent ...... P AIE aeta — rne — ae Rice yate ire 
DOstawe- uiae ex REA ERATES — SEO dau Ue Oe — 
Insurance and Annuities — TN Heike eda bte ba ases 
C eck lax: 405.630 eo EOXSRE Sd Nea Mns PDT bx cio EM DUE 
Travelling Expenses-—Austin M. DAVES soe edes debt Es Di lalans 
Fcundation Expense 
OMe Supplies 2222515323  RRRRRPREREAR T ARES ede sts RES dpa 
Old Age Benefit Tax........ ES buen ques Aue es Vt qd 
Income Tax—Withholding ................. Le. Ves owned prr 
Miscellaneous ........... epe E ——————— — (€ 


sev b 9 9$ ? 9 59 9 9 *? 9$ 5» € 9 9 " *? " w 6 9? » 9* 9» 9» $ ^ $6» »925495^9 


Total Expenses—General Account.......... TM PE 


Expenses:—AMERICAN JOURNAL OF PSYCHIATRY: 
Printing —JoURNAL 
Other Printing 
Editorial Assistance 

Eb Ho dons ros Ea ls wae na eae Soares m 
Medical Publication Bureau 

Advertising Commission .......... ETETA O Mates Wagers 

Printing, Promotional and Mailing...................... Jn 
Selaries 
Postage 
Check Tax aiccssutasus hirinet ea eina Aree ETOR 
Mailing Back Numbers.............. PEN 
Miscellaneous 


P 9 po $9 9 * b à b 9e 9 v9 P$ B P *? * € * B 5» 9 9 €" b B B P € 9 A ^» ^ 9 5 9 3 S 9 Ó 9 W & 5» B 9 9 9» » 


$ ^ * oso s 9 89 ^ 9 9 € * 9 8 9 9 5 9 t * » » *$ ? & * 9 ^? » 9 » 9 9 » 9 9? * ^ v* » t 5 s 
Wo * & W WW & 9 - € * €& X €« * V 9 xw * 9$ V 8 Fee € X 9 9? 9 » o8 Y" € te 9? $6 V & 9 ^ * 9» * v « 9 * 9 t 


* 9 » * SE SE * Xo À XK $ 9 9 9 s E "o9 ? 9 9? ? "o9 *? 5 b 9 & * € * Rok X o9 9 9 s * £ & ese $ e» 4»9 


Total Expenses—JOURNAL Áccount............... ee eeeeeeeee 


Expenses—Annual Meeting, Chicago, Ill. 
Commercial Exhibits—-(Commission, $1,675.12) .............LLss. 
Seene Exhibils wss irera raai E FEXWUS pecans QUE M NET. 
Final Program and Postage.........ensasseseenssessonno ARR 
Movies, Slides, Theater, Operators and Sereen — E E M Ee 
Cockta Party uus is eros Led IRURE E dau uas 
Badges and JRIDDONG 350.0 ses e ive bck ew eae Eten ramener 
T-avelling Expenses ................ crc 
Tepistration, Cards casi as seated Re VENERE DEM NeES CR x A MEE 
Committee on Public Education. .....2. ccce eee eee eno REN 
Committee on Standards..... Mesure itor" 
Psychiatrie Fonundan ssec veto ovis etos Ces fees D osa ds 
Committee on Nursing...... "E (ue QREVA ME T 
Committee on Program........s..cscedessssessses TIETE PEPER 


“Carried. forward 424... vns 


Eli Lilly Co., 


4,181.17 


$10,813.48 
IOI.55 
2,055.54 
300.00 


$2,768.65 
142.75 
1,020.22 
482.65 
1,024.90 
180.21 
464.32 
31.75 
247.18 
40.54 
1.19 
23.40 
39.40 


$6,486.56 - 
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13,184.15 


$61,742.45 


$33-503.02 


17,723.53 
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Brought forward 2. reb Sabes dede iv und ———À 
Council oess4autocun ences Ce bn OTRA TUN CER IRR Ta DE Edd ET 
FA ONOL ATION: 2233 skew OVER SE CIR e V ia a AL RI RA TR NANT 
Banquet (Including Orchestra, Menus; Dance, Ete oco enemies ee 
(gp IPRC Re bly Rb 1 OER OTROS SIAR SEES. GDM ERAS 
REDODD Qasta code he reatte sce cites hu ewe ON S EN Rd doute dele sess 
Page Boys, Ushers and Watchman... ............- eee aee 
TOODPESSHERB: ws ecLeqases ed wa e ERE sh Meee ee tas UA V ana ewan’ 
Telephone: and “Teleerams: «4 cccussnsene ek T EXC eS REG TR S EPET ES 
Ladies Commi e Socio erpiued re. ucibus ewe IA RR muses 
Refund Subsidy (Including $500 1944 Annual Meeting) "rn 
Miscellaneons oa depen eane y Paw EX Evi esee bw e dd a xac A 
Total Expenses—Annual Meeting. ........nesseressrreeresss. 
Total I XDENSES Suxisisa bone E Gees asus pb y Pu A 
Less: Total Income Brought Forward... cease Is 
Excess of Expenses Charged to Surplus.................. eese 


13,188.98 


$64,415.53 


61,742.45 


$2,673.08 





STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS FOR PERIOD ÁPRIL I,-1946, TO 


MARCH 3I, 1047 
Cash Receipts: 
Membership Dues 
Back Dues seeni S6 TORO venwrxe SORA SIUE EA DUNS Eau ek 
1645-49. 5 vexer 753 Mb pag Subs he PIA GE HE E NDA TIS cupit 
194745 een beep a eausa te E UP qu E ic E EV wats 
I946-47 ........ EES APEE E TESA AELE OEA A EEE 
Fellowship -Certificates sirri drernen EREA EE LE DEA 
Membership. Certificats sorrisi eRERECARRRVE RYE E ke VEN wesens stewie’ 
Biographical Directory ooer so kira raona A RM EA RA aa 
Rent—Committee Psychiatric Nursing............ eere 
Rent—AMERICAN JOURNAL OF PSYCHIATRY....... eene 


Interest—Savings Accounts and Bonds...........2.ecceecceceeres l 


Insurance Rettig. sesrodao ttuan sE DEUS LEAVE dS V I EE EE nde 


Cash Disbursements: 
Salary--Executive Assistant 4.1... v rr a RR Ve EE ERE 
Clerical Salaries uius las cad ees she Vd ead RUE E PEE OUS 
Printing (1945-Member List $382.50, 1946-Member List $2,020.63) .. 
Committee Hxpensé «xoi een d ab Cep I eet RR d E utd ab ue 
Fellowship Certificates eos ecce ceus whens cals au Ibex EENE 
Joint Committee for Personne! and Mental Hygiene............... 
Membership Cer Cates ovest sis v E d a o Erir ose cous 
Telephone and Telegrams. oues eae o RERO doehassee ae ier» 
TUBCEPICIES sirara Ee Shs eats ptu eA aridis a e DH RS au NN 
Rent qedesad iue aue xia waves a ecd eee ina Mascara presto ac qe tate pt id 
POSIEOe: Qoc£cépvECVv RS RR acd ARE RR EAR EY is ib VE os Se 
Insutánce- and Annus. cig esa ses res viUa kie wa vina a E RS Que 
Check [35€ Saas sad CE Pond E Ob emp eee seman RI UC Dated d : 
Travelling Expense—Austin M. Davies...........-.0ccecceeecees 
Foundation Expensé 2<nccssevsccwesecsareescaseeewews E b ve Sa 
Ofnce Supplies croise kecosveg e WEST Sus Diet eee Ee 
Old Age Beneht lax. uus Rod zx E ERE ETUR FE. PM C 
Income Tax—Withholding Account (To Be Refunded) ............ 
Miscellaneous ...... CDD PX 


Total Disbursements: si: Sone os Shieh doe eee EAE C cua za 


Excess Receipts over Disbursements............-0.cecceceeecereccs 
Adds ‘Gash: Balance, April t; 10dG sis ince nih des EE R3 a Rei ES 


4 


Cash Balance, March 31, 1047. is osR E E REO OE eS ados bags 


$34,742.65 


33,503.02 


$1,239.63 
20,859.53 


$22,099.16 


G 
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STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS FoR PERIOD APRIL I, 1046, TO 
MARCH 31, 1947 
Cash Receipts: 





SUDSCHDEOPS. 3s oss sire eua Vrae tus dedi evo PEU i awe $7,019.76 
ING VETUSING joel. cas ERR VIVE da S is rer Lee re tat 5,527.52 
Back dAumbErS esos Ovi we Ra AE Rae d o xcd aud as va a 290.28 
Miscellaneous—Reprints, Etc. 0.0.0... .. ccc ccc c ccc ec caucccueence 78.09 
Total' Cash Receipts............. v reas Miu UG C RA $13,815.65 
Disbursements: 
Printing (Vol. 102, No. 5:Vol. 103, No. 2—4 issues) .............. $10,813.48 
Other Printing 22522 cere bim RUF OUR damas VARI coca iade es 101.55 
Editorial Assistance 
Volume 102, No. 5 to Volume 103, No. 4......... sees 1,031.23 
Miss Lavell—Salary ......... Leesa cases rARAM EEG d siad da '808.38 
Miss Lavel Travel imp eere soo pe a OUS ee dee 115.93 
Rent —Ofhce- icc i4ce5cces MUTET T PS 100.00 
Medical Publication Bureau 
Commission—Vol. 102, No. 5-Vol. 103, No. 3......... eene 1,522.76 
Advertising Expense ............ ENPE 16s s duoi quie dee 214.35 
Rent icete.vor4e viet pisuuauice d ka end acer n Aet EE on eras 300.00 
Salaries l 
Eva Borduk=-6 Moats xcs. comes Yea da Ea TUI S da Due 1,250.04 
Jean Strenkert—6 Mohs ——'——ÁÉ— —— T 940.29 
Postage ..... Deed p e EA Lue a TE Et os ' 303.50 
Check Tar eos nunc Unemenh eM E DRE tabu samen sede cee OE 4.64 
Mailing: Back Nuttbers. sooo oris ne EE iRe E rubei En 64.54 
Miscellaneous ............. Tm wübésti sete peque Raa dde es 62.84 
17,723-53 
Excess Disbursements over Receipts..;,....sesseseseresruosssessres 3,907.88 
Add: Cash Balance March 31, 1946................. cise vane deans 6,472.88 
Cash Balance March 31, 1047..... ecce eee hne ennt $2,565.00 
SCHEDULE OF CASH AND Resources, MARCH 3I, 1947 
Book 
Number Balance 
Chase: National Banks. s ie esa wees ale ee aceasta — users $2,685.05 
Union Dime Savings Bank.................... VOU due DUAL E 1115278 . 4718.3 
Emigrant Industrial Savings Bank..... duse dr sni iq ae tiaras domo Sinha 137,048 4,733.60 
Bowery Savings Bank... sue iN Vers dia die an du M 258,266 5,036.07 
Manhattan: Savings Banktecosoes mes tas RE EE RUTAS vA ROUEN IS B i 3,557 . 4,024.01 
Total Cash Balance....... Mcr MP EN eine 6 ears $22,099.16 
! 
Net Resources 
American Psychiatric Association (As Above)..... csse ien $22,000.16 
US Government. Defense Bonds. csscoreera terssi s koe teen Wan S Sols a 15,000.00 
Canadian: Government: Donds.4222 4 49342 a oL REDE HUP RN PSOE aM E ah. 3,057.00 
AMERICAN JOURNAL oF PsycHiatry—Chase National Bank............ PEA 2,565.00 
Meeting Account as Per Statement as of October 28, 1046...........cccccevees 26.52 
Net Resources: Available... 2623 speso vensvi cage oiacs KERN E ERPS  U EE $42,747.68 
Reconciliation of Surplus Account 
. Surplus, April I, 1040... 0% xul QUUD MV oe E T i M puoi aeons cipi er $45,420.76 
Less: Excess Disbursements over Income for the Year........... T. 2,673.08 





Surplus April: 1; 1047 e sraswics cud oa V EUR a sa tadunrexias oes cians a 42,747.68 
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ANALYSIS OF COMMITTEE Expenses, MARCH 3I, 1947 
Telephone 
Travelling Postage 
an and 
Total Clerical Meetings Printing General 
Executive svo veste o ERR es $2,453.79 $120.00 $1,801.52 $178.40 $353.87 
Membership aeo sov ve dx iacu 438.13 agori 368.29 69.B4 uasan 
Publie Education i vciascws enn vie vier 70.00 bidaa Sar — xd 70.00 
Program 4 e sc eee SU UPPAL E T sé 735.13 61.41 611.57 OZIS- iwz 
' Reorganization (Special) ......... 1,066.19 TTF 790.58 275.51 ] 
Standards and Policies............ 28080  ..... 280.80 xi ——— eee 
Nursing (Psychiatry) ............ 16.99 10.000 — «s 4.34 2.15 
Clinical (Psychology) ............ 17466 ..... 1940606.. qi JETS 
Nonmniating 35.2 66 ote e DE ERN 24813. yeer 43-45 2318 Lo 
Psychology of Childhood.......... 13.0%: Geren i S#ears 13.03 ; 
Medical Education ............... $57.10  .. ..... 517.79 39.40 | ..... 
Arrangements ....... esee eene 2.10 pius. .Xmeedamdh EUEN 2.10 
Preventive Psychiatry ............ < X0017- shee Y0017-- wem. WES 
Military Psychiatry .............. 12.97 Re. aean 19:07; ——— diis 
Forensic Psychiatry .............. I0d0- srs Quebra 1039 zx 
Quo ORI eee ano a $6,224.67 $191.41 $4,697.83 $907.31 $428.12 
COMMITTEE ON PSYCHIATRIC NURSING—ROCKEFELLER FOUNDATION 
SPECIAL FUND 
Statement of Cash Receipts and Disbursements 
For Period April 1, 1946, to March 31, 1947 
Receipts: 
Grant—“Rocketeller Fund oos ste e IE EA — Á—— eee $12,404.88 
Disbursements: 
Salary—L. Anderson ...: 15 21:3 TIPO "m $4,675.00 
Salary Aw LOOS esos sete ERES PX Rau tao Dy Sis Mio dadas 1,764.96 
Clerical Assistants ........ eee m ——— ——— —— E 25.00 
Travelling—L. Anderson ......... MA baud os —— 006.64 
Printing: (11.2.3599 62224. 225 TED PR E Tn I55.41 
Telephone and Telegrams.......... TE ea TP 195.28 
Office Supplies nies ear od uam e SERIEN iooU ada enna ud 396.14 
Postale: Lecce ex ovk REC EVER TT Hive eceenbendecateues 169.06 
Advisory Committee Expense............. ses. TM 642.06 
Social Security Tax.......... Len C ——— — € SIS 41.89 
Rent o edes va RICE Rat ACE CE E UN UP EA T QUEE TERREA US 700.00 
Mascellaneols Expense ooa sos as Du eq VIEN A bL SEV REN UE MR RN 168.54 
| 9,839.98 
Excess of Income over Disbursements for Period.......... Wise asks $2,564.90 
Add: Cash Balance, April 1, 1946....s.esesesesessnnenaserssrses - 151.28 
Cash Balance, March S5. 1047. 5 qu e bXEE NEA V ebdcnws sairKawant es $2,716.18 


PRESIDENT HAMILTON.— his report is presented 
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to you from our auditors based on the audit by 
Frederick Parsons, certified public accountant. 


On motion by Dr. Stevenson, seconded by 
Dr. Pace, it was voted to accept and approve 
the report. 


PRESIDENT HAmILToN.—I might explain some- 
thing to you about the composition of the Council 
during the forthcoming year. It will consist again 
of fifteen members. We have a separate secretary 


and treasurer now, but there will be one vacancy. . 


Dr. Menninger becomes president-elect and it is 
impossible to fill his vacancy. There has been 
presented to you this morning a notice of an 
amendment to the constitution which will prevent 
vacancies of that sort in the future. We hare 
referred the matter to Council and there is no 
way in which for this year we can fill the vacancy 
since Dr. Menninger was already a councillor. We 
think, however, that the Association has done well 
with fifteen councillors for at least twenty years and 
it will do just as well in the forthcoming year. 


The meeting was adjourned at 10.10 a.m. 
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FRIDAY MORNING SESSION 
MAY 23, 1947 


The business session of the American Psy- 
chiatric Association convened at 9.00 o'clock 
in the South Penn Top of the Hotel Penn- 
sylvania, Dr. Samuel W. Hamilton presiding. 


PRESIDENT HAMILTON; —T[he meeting will come 
to order. 

'The first order of business is the report on reso- 
lutions from the Committee on Resolutions, Dr. 
Steckel, Chairman. The report will be presented 
by Dr. McNeil: 

Dr. McNet.—As is customary at the annual 
meetings of this Association, the Committee on 
Resolutions reports as follows: 

"Be It Resolved, That the Association be com- 
plimented for the outstanding success of this, the 
1o3rd annual meeting, which has broken all records 
for attendance, 

“There have been 1,546 members and fellows in 
attendance, and the total registration, as of Thurs- 


day, May 22nd, including ladies and guests, was — 


3,297. 

"Be It Resolved, That the Association record 
its indebtedness to its President, Dr. Samuel W. 
Hamilton, his masterful leadership and able gui- 
dance during an unusually difficult year. His de- 
votion to duty has been an inspiration to all of us 
and has meant much to all of those who have been 
actively associated with him in the management 
of the affairs of the Association. His comprehen- 
sive address requires special mention and his vision 
for the future of the organization bespeaks a 
capacity for prophesy such as few of us possess; 
and to Dr. Winired Overholser, President-Elect, 
and to Dr. Leo H. Bartemeier, Secretary-Treasurer, 
and to the Council and Chairmen and members of 
the various committees the Association owes deep 
appreciation for their collaboration, which has re- 
sulted in one of the most successful years of our 
organization. 

“Be It Resolved, That commendation be expressed 
to Dr. William Malamud and to the members of 
his Program Committee for the manner in which 
the program was or ganized and for the interesting 
papers presented and topics discussed. ; 

“Be It Resolved, That the Association record its 
appreciation to Dr. Frederick W. Parsons, Chair- 
man, and to Dr. C. Charles Burlingame, Vice- 
Chairman, and their associates on the Committee 
on Arrangements for the efficient manner in which 
they discharged their duties, making it possible for 
thorough enjoyment of the hospitality of a great 
city to all those in attendance. 

“Be It Resolved, That special mention be made 
of and gratitude expressed to Mrs. Robert B. 
McGraw, Chairman, and her associates on the 
Women's Arrangement Committee, for the excep- 
tional program of entertainment provided for the 
wives and lady guests of the Association. 

“Be It Resolved, That special appreciation be 
expressed. to Dr. Clarence B. Farrar, Boner of 


our JOURNAL, who has unstintingly devoted much 
time without remuneration to the end that our 
publication has attained outstanding recognition 
in its field. 

“Be It Resolved, That the gratitude of the 
Association be expressed to Mr. Austin M. Davies, 
its Executive Assistant, and his office staff for 
their efficient service rendered throughout the past 
year. 

"Be It Further Reoti: That deep apprecia- 
tion be expressed to Mr. Pierre S. du Pont, to Dr. 
Arthur H. Ruggles, and to Dr. William C. Men- 
ninger for their outstanding contribution to the 
successful program of The Psychiatric Foundation 
on Wednesday afternoon. 

“Be It Resolved, That this Aoa draw the 
attention of the governors and legislative bodies 
of our various states to the present competition 
which exists between the state institutions on the 
one hand and the Veterans Administration and 
other organizations on the other, with special refer- 
ence to the personnel—medical, nursing, and ward— 
of our mental hospitals and— 

“Be It Further Resolved, That this Association 
earnestly recommends that immediate steps be taken 
to remedy this condition so that the standard of 
care in our state mental hospitals be maintained at 
the highest possible level. 

“Be It Resolved, That the thanks of the Asso- 
ciation be tendered the management of this hotel 
for the excellence of the general arrangements, 
which has contributed so much to the comfort and 
enjoyment of our members and guests. 

Respectiully submitted, 
H. A. STECKEL, M. D., Chairman 
Cari J. HEDIN, M.D. 
Epwin E. McN, M.D. 
CHARLES G. SrocniLL, M. D. 
CHARLES A. ZELLER, M. D.” 


Presipent Hamicron.—You have heard the 
report of the Committee on Resolutions. What 
has been said about the President is somewhat 
exaggerated, for his address did not go into pre- 
dictions. However, what was said about the officers 
and the committeemen is more than justified. 


Dr. Zabriskie moved the acceptance of the 
report. Dr. Bartemeier seconded the motion, 
and it was so voted. 


Presipent. HAMILTON.—The order of business 
now calls for the introduction of the President- 
Elect. Aside from this being the customary form 
of procedure, one hardly needs introduce a man 
who is more widely known than any but a few of 
the psychiatrists in this country. 

Dr. Overholser has been called upon to partici- 
pate in the proceedings of many scientific organi- . 
zations. I see his name on the programs of the 
American Association for the Advancement. of 
Science, and on various organizations! programs. 
Not only is he appreciated in such societies and in 
more popular gatherings, but he is also known, 
and his services in demand, in the ecclesiastical 
world, as most of you probably know. 
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To him I turn over this gavel as a,symbol of 
the confidence that you have placed in him for 
the coming year, and we know that his knowledge, 
his experience, his wide acquaintance, and his fair- 
ness and judgment will cause the business of the 
.Association to be done not only with order and 
dispatch but also with an appreciation of all the 
various currents of thought that enter into our 
activities. l 

In token of this, sir, if you will rise, I formally 
hand to you, Dr. Overholser, the gavel of the 
American Psychiatric Association. Dr. Overholser 
will hand it back. I am not leaving these re- 
sponsibilities until this afternoon, but it falls on 
him to wield it for the next year. 


Dr. OvERHOLSER.—Thank you, Dr. Hamilton. 

Colleagues, Friends: I appreciate deeply, it is 
needless to say, the honor that you have done here 
in electing me President of this organization. It 
is an honor and it is a responsibility. 

We are the oldest national medical organization 
in the United States. At the rate we are growing, 
we shall soon be one of the largest. We live in a 
time af change. Some of you have indicated there 
is an interest in modifying the manner in which 
the organization is conducted, and during the com- 
ing year, the Council will certainly consider seri- 
ously the possible ways of implementing any changes 
which seem to be called for in the tace of changing 
needs. 

There has been some talk of making the organi- 
zation more democratic. I sometimes wonder, my- 
self, whether perhaps it is not already becoming 
too big to be truly democratic rather than repre- 
sentative. It may well be that we need -to have 
an entire change in the method of the representa- 
tion of the members. However, that is simply one 
of the things which we have to consider and shall 
consider. 

Once again I thank you. I assure you that I 
shali do everything in my power to see that the 
organization is run according to the wishes of the 
majority of the membership. 

I heve one official act to perform at this time 
before I hand the gavel back to Dr. Hamilton. 
I am sure that Dr. Hamilton, with his becoming 
and characteristic modesty, felt that perhaps the 
words of the Resolutions Committee were some- 
what exaggerated. Those who know him do not 
think that they were exaggerated. He has shown 
during the past year—a particularly difficult year 
for everyone in many ways, and also particularly 
difficult in this Association—a fairness, an ability 
to try to see both sides of problems, and to point 
them cut with good humor, with a friendly spirit. 
He has shown that although years bring wisdom, 
they do not necessarily cause sclerosis of the faculty 
to adjust to changing situations. It is my very 
pleasant privilege at this time to,pin upon Dr. 
Hamilton’s ample bosom the Past President’s badge. 
Will you kindly rise, Dr. Hamilton? 

This is, to me, merely a token of the pleasure I 
have had, Dr. Hamilton, in working with you. 
Many thanks to you on behalf of the Association. 
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‘Dr. Hamitton.—I thank you. I prize this. It 
was an honor that I did not expect a few years 
ago, and it has been a pleasure to deserve as much 
of it as possible. Now that I join the ranks of -he 
distinguished persons on the top shelf, I will 
endeavor to see that this badge of former service 
is in sight at as many of our meetings as can be. 

The incoming officers of the sections will be given 
to you by the Secretary. 


Dr. BARTEMEIER.—The officers of the sectiors 
for the coming year are as follows: 


Section om Private Practice 
Chairman, Wendell Muncie, Baltimore 
Secretary, J. G. N. Cushing, Baltimoze 


Section on Convulsive Disorders 

Chairman, H. Houston Merritt, New York City 

Secretary, Willard W. Dickerson, Caro, Michi- 
gan 


Section on Forensic Psychiatry 

Chairman, George M. Lott, Long Islend 

Vice-Chairman, Richard L. Jenkins, Urbana, 
Illinois 

Secretary, William H. Haines, Chicago 


Section on Psychoanalysis 

Chairman, Gregory Zilboorg, New York City 

Chairman-Elect, Dexter M. Bullard, Rockville, 
Maryland 

Secretary, Lawrence S. Kubie, New York City 


Section on Child Psychiatry 

Chairman, William S. Langford, New Ycrix 
City 

Vice-Chairman, Mabel Ross, Buffalo, N. Y 

Secretary, Oscar J. Raeder, Boston 


Section on Military Psychiatry 

Chairman, Malcolm J. Farrell, 
Massachusetts 

Secretary, Norman Q. Brill, Washingtcn, D. C. 


Waverly, 


Dr. HaMiLTON.—d1 convey to the Committee on 
Resolutions the thanks of the Association. They 
saw to it that we thanked everybody else, but they 
left themselves out. 

Any of the Councillors or the representztives of 
the affiliated societies who are not already informed 
will please be informed that we meet this noon, 
twelve o'clock, in Parlor “A” for the last meeting 
of the Council with its present constitution. 

I am reminded that the old Councillors have rot 
all gone home and we will be more than delighted 
if they will come in and give us their advice. i 
expect before the day is over to announce the 
appointment of the members of the Committee for 
the Lester N. Hofheimer award. That will be given 
out at the Council meeting. 

The question having been raised as to whether 
there will be another general business session, we 
leave it to you. Unless it is called for, we will noc 
attempt to have another business session. How- 
ever, the proceedings of this Council will be brought 
forward to the next convention. Generally speak- 
ing, I find that the members of the Association are 
generally trustful as regards the Council ard, 
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having themselves elected the Council, they may 
well be trustful. 

You may be interested in some statistics. The 
number of members and fellows registered is now 
1,626; the number of nonmembers, 1,951, making 
a total of 3,577. Of course you will recognize that 
this figure is much in excess of any registration 
we have had before. The largest previous registra- 
tion was at a Philadelphia convention, where we 
ran well over two thousand. You may recall that 
‘at Chicago we had more of our membership present 
than we had at Philadelphia, but our membership 
continues to grow. That is fine; it is magnificent, 
but as has already been said ta you, it creates some 
problems in organization which I am confident the 
new Council will be able to meet adequately. 


Possible changes in the Constitution may be in 
order. We have never viewed it as something 
fixed and tmmovable. We do change it from time 
to time, and it can be changed still more. 

This is a relatively small attendance, but every 
one of you has twenty friends to whom you talk 
about the meeting. ` Please ask them to be very 
frank in forwarding to the Secretary or to any 
Councillor their opinions about changes that should 
be made; even if those changes are not made over- 
night, the advice is far from wasted. | 


The session was adjourned at 9.30 a.m. 


Leo H. BARTEMEIER, M. D, 
Secretary. 


Minutes oF EXECUTIVE COMMITTEE MEETINGS 


SEPTEMBER 23, 1046, NEw York City 


Presiding: Dr. Samuel W. Hamilton. 

Present: Dr. Leo H. Bartemeier, Dr. Winfred 
Overholser, Dr. Thomas A. C. Rennie, Dr. Edward 
A. Strecker, and by invitation, Mr. Austin M. 
Davies. 

(1) In view of the fact that the new Membership 
Roster will not be available until January, 1947 
it was the consensus that a list of the committee 
members be sent to the Chairmen of all the Com- 
mittees. l 

(2) The Committėe concurred in sending a list 
of all living ex-members of Council to the Nominat- 
ing Committee. l 

(3) Dr. Bartemeier reported the tentative deci- 
sions of the joint meeting of representatives of the 
Committee on Reorganization and the Committee 
on Program, held on September 22. The com- 
mitteemen recommended that the presidential ad- 
dress be given on Monday morning of the next 
annual meeting; that it follow the addresses of 
welcome; and that it be followed by one or two 
. addresses of invited speakers, and the name of 
Surgeon General Thomas Parran was mentioned. 
The Committee tentatively recommended that the 
Monday afternoon session be occupied with four 
separate sessions of scientific presentations. It 
suggested that Tuesday be devoted to group discus- 
sions beginning at 9.00 a.m. and continuing to 7.00 
p.m. as recommended in the last report of the Spe- 
cial Committee on Reorganization. Each of these 
sessions is planned to last not more than two 
hours. They will be staggered sessions (9.00 to 
II.00—I10.00 to 12.00—II.00 to 1.00—etc.) and 
will be presided over by members of our Associa- 
tion who are well qualified to act as Moderators. 
At each session a member of the Special Committee 
will speak for ro-15 minutes to open the discus- 
sion on the topics concerned. 

The Joint Committee further recommended that 
Wednesday morning be devoted to scientific ses- 
sions. It suggested that Wednesday afternoon be 
devoted to a general meeting on the subject of 
The Psychiatric Foundation. The Committee rec- 
ommended that Thursday morning be given to a 
general meeting for discussing and passing upon 
the resolutions of the Tuesday meetings. It was 
planned that Thursday afternoon and all day Friday 
be given over to scientific sessions. 


Dr. Hamilton stated that our Constitution deter- 


mines that the election of officers will have to take 
place Tuesday morning and the election of members 
on Wednesday morning. He discussed the advis- 
ability of providing multiple microphones for the 
meetings of the entire membership so that discus- 
sants from various sections of the audience might be 
clearly heard. l i 
(4) It was voted that the Committee on Psychi- 
atric Standards and Policies be granted a sum not 


to exceed $500 for travel expenses for a meeting of 
the Committee. 

(5) It was voted to authorize a special com- 
mittee to confer with the Chicago Branca of the 
American Civil Liberties Union regarding the 
constitutional rights of prisoners in connection with 
the administration of drugs for the purpose of 
lessening psychological resistances. 

(6) Dr. Hamilton advised the Committee that he 
has seen Mr. Henry Root Stern of the Social Wel- 
fare Board of New York State and will talk with 
him further with regard to his request that a com- 
mittee of this Association act as advisers in the 
management of a group of very delinquent boys. 
The Committee concurred with the advisability of 
appointing such an advisory committee. 

(7) The Missouri Neuropsychiatric Society has 
filed application to become an affiliate society. They 
did not include a list of their members and the 
application was deferred until the next meeting of 
the Association. 

(8) The Executive Committee voted «hat cer- 
tain members, of the Association who have ex- 
pressed’ their intention to resign their membership 
be informed that the Association will not accept 
their resignations until their dues are paid. 

(9) Dr. Hamilton intends to write the Chair- 
men of all Committees to obtain abstracts of com- 
mittee reports for the Executive (Committee to 
digest before the next Council meetirg. 

(10) The Committee voted (upon motion by Dr. 
Bartemeier, seconded by Dr. Overholser) to au- 
thorize the employment of 2n additional clerk in the 
offices of the Ássociation for the preparation of the 
Biographical Directory at a ceiling of $33 per week. 

(11) It was voted (upon motion by Dr. Strecker, 
seconded by Dr. Rennie) to grant Miss Zve Bor- 
duk, who is leaving the employ of the Association, 
the equivalent of 2 weeks' salary in appreciation of 
her 7 years’ efficient work and loyalty. 

(12) The Executive Committee read the report 
of The Joint Committee on Psychiatric Placement. 
Dr. Rennie moved and Dr. Overholser seconded 
that this service be discontinued at the expiration 
of the present year and that a factual summary of ' 
the work of the'Committee and information re- 
garding vacancies be published in the JOURNAL. It 
was voted (upon motion by Dr. Strecker, seconded 
by Dr. Bartemeier) that the Association pay to the 


‘National Committee the salary of Mrs. Ziegler for ` 


about 6 months longer, which will amount to ap- 
proximately $1,000. The Secretary was instructed 
to notify the National Committee for Mental 
Hygiene of the above action by the Executive Com- 
mittee. 

(13) It was decided that the next ennual meeting 
of the Association should occupy 5 days beginning 
on Monday and extending through Friday. 

(14) Dr. Strecker moved and Dr. Bartemeier 
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seconded a motion that the registration fee for at- 
tendance by nonmembers be increased to $5 per per- 
son and that the registration fee for those in the 
Armed Forces remain at $1 per person. 

(15) The Committee discussed the question of 
the annual. banquet, thought it best to continue this 
function if prices permit, and hoped that it could be 
carried out in a more formal manner. 

(16) The Committee discussed the place of the 
1948 meeting of the Association. Invitations have 
been received from Kansas City, Missouri, and 
Portland, Oregon. Dr. Hamilton suggested that 
the Executive Committee call to the attention of the 
Council the fact that very few hotels in this country 
can accommodate all the activities of our annual 
meeting and that the Ccuncil should consider the 
desirability of meeting in a Convention Hall in 
order not to retreat from our policy of holding our 
annual sessions in many parts of the country. The 
invitation to Portland was seriously considered. 

(17) The Committee voted to send copies of the 
minutes of this meeting to all members of the 
Council so that they will be well prepared for the 
discussions at the December meeting. 

(18) Dr. Hamilton discussed the advisability of 
publishing a News Bulletin. It was thought that 
during the first year The Bulletin should be issued 
once a month. It was roughly estimated that the 
editorial cost might be kept down to about $2,500, 
not including any provision for clerical work. The 
Committee agreed to.recommend to the Council to 
consider the publication of a monthly News Letter 
at a subscription of $2 per year, the first copy being 
sent gratis. It is hoped that additional data with re- 
gard to this new venture of the Association will be 
available by the time of the Council meeting in 
December. 

(19) Dr. Hamilton pointed out that our Con- 
stitution does not provide for the immediate re- 
placement of any of our officers in the event of death 
or resignation. The Committee discussed this prob- 
lem and will ask the Council to consider it. 

(20) Dr. Bartemeier informed the Committee 
that the Board of Directors of The Psychiatric 
Foundation will send a letter and pamphlet to each 
member of our Association explaining the aims and 
objectives of The Foundation and asking each mem- 
ber to make some donation, however small, prior to 
a program of wide-spread publicity. The American 
Neurological Association has endorsed The Psy- 
chiatric Foundation and its members will be con- 
tacted in the same way as the members of our own 
Association. The need for securing the approval of 
the American Medical Association as quickly as 
possible was discussed. | 

(21) Mr. Davies read a request from Dr. Henze 
of the Sandoz Chemical Works requesting reprints 
of a paper by Dr. Kozol. This question was re- 
ferred to the Committee on Ethics for an opinion. 

(22) Mr. Davies read a letter from Dean Lang- 
muir regarding the estate of Lester N. Hofheimer, 
which has set aside the sum of $24,000 to be 
paid to the American Psychiatric Association to 
provide for the award of 12 successive annual 
prizes of $2,000 each by the Association, which are 
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to be'known as The Lester N. Hofheimer Prizes. 
Dr. Strecker moved that this gift be accepted after 
the President and Secretary have concluded satis- 
factory negotiations. 

(23) Mr. Davies read a letter from Dr. Charles 
A. Brown of the New York Regional Office of the 
Veterans Administration regarding audio-visual 
aids. Dr. Tarumianz and Dr. Burlingame do not 
think this problem comes within the scope of their 
respective committees and our Association has no 
committee at the present time to deal with this 
subject. The Veterans Administration wishes to 
have some cooperative relationship which will have 
the endorsement of the American Psychiatric Asso- 
ciation. This problem was discussed and Dr. 
Hamilton will explore it further. 

The meeting was adjourned at 12.45 p.m. 


FEBRUARY 13, 1047, NEw York Crry 


Presiding: Dr. Samuel W. Hamilton. 

Present: Dr. Leo H. Bartemeier, Dr. Winfred 
Overholser, Dr. Thomas A. C. Rennie, Dr. Edward 
A. Strecker, and by invitation, Dr. Frederick W. 
Parsons and Mr. Austin M. Davies. 

(1) The Committee discussed and approved the 
proposed establishment of the Eastern State Psy- 
chiatric Institute in: Philadelphia and the creation 
of a Department of Mental Health for the State of 
Pennsylvania. The Psychiatric Institute is to con- 
sist of 5 units with a bed capacity for 50 patients 
in each unit, which will be under the direction of 
the Departments of Psychiatry of 5 Philadelphia 
medical schools. The program of this Institute will 
include training of physicians in psychiatry, teach- 
ing of undergraduate medical students, and psy- 
chiatric treatment of patients. 

Dr. Overholser moved that the Secretary be in- 
structed to write to the Governor of Pennsylvania 
urging, on behalf of the Association, that the estab- 
lishment of the Eastern State Psychiatric Institute 
at Philadelphia be expedited. Dr. Rennie seconded 
the mdtion, which was passed. 

(2) Dr. Hamilton read a letter from Dr. Farrar 
asking for a decision by the Executive Committee 
regarding the publication of two committee reports 
from the Group for the Advancement of Psychiatry. 
Following a general discussion, Dr. Bartemeier 
moved that the Executive Committee recommend to 
the editor of the JourNnAL that these and subsequent 
reports from the Group for the Advancement of 
Psychiatry be published in the JounNAL. The motion 
was passed, with Dr. Hamilton and Dr. Overholser 
voting in the negative. 

(3) Dr. Parsons, as Chairman of the Committee 
on Arrangements for the coming meeting of the 
Association, reported for his Committee which rec- 
ommends: (A) A cocktail party Monday evening, 
May I9, for members, (B) The Committee on 
Arrangements had discussed a dinner meeting for 
Wednesday evening, May 21, at considerable length, 
had come to no final conclusions and wished sug- 
gestions from the Executive Committee. Dr. Over- 
holser moved that on Wednesday evening, May 21, 
there be a dinner, followed by the induction of new 
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Members and Fellows, with music for .dancing to 
follow. Dr. Rennie seconded this mono which was 
passed. 

Dr. Hamilton reported the names of those on the 
Committee on Arrangements as follows: 


Dr. C. Charles Burlingame, Vice-Chairman and 
Chairman of the Sub-Committee on Publicity. 
Dr. Ciarence O. Cheney, Chairman of the Sub- 
Committee on Finances. 

Dr. Robert B. McCraw, Chairman of the Sub- 
Committee on Hotels and "Transportation. 

Dr. S. Bernard Wortis, Chairman oi the Sub-Com- 
«mittee on Scientific Exhibits. 

Mrs. Robert B. McGraw, Chairman of the Ladies 
Committee, 


(4) Mr. Davies reported that The Lord Balti- 
more Press finds it necessary to increase the cost of 
publicetion of the JOURNAL by 20%. A letter from 
The Lord Baltimore Press indicates the necessity of 
a decision within 2 weeks regarding the purchasing 
of paper for future use. Mr. Davies pointed out 
that the subscription cost to members of the 
JOURNAL had not.been raised although the cost of 
printing has been increased 4096 Siti recent 
years. Mr. Davies discussed the advisability of 
publishing the JourNAL on a monthly basis. 

Dr. Overholser made a motion that Mr. Davies 
be authorized to make the necessary arrangements 
to establish the publication of the JOURNAL on a 
monthly basis beginning with the July, 1947, issue. 
This motion was seconded by Dr. Rennie and 
passed. 

Dr. Overholser moved that Mr. Davies be au- 
thorized to enter into a contract with The Lord 
Baltimore Press for the 20% increzse in the cost of 
publication of the JougNAL. Dr. Rennie seconded 
the motion, which was passed. 

Dr. Overholser moved that the editor of the 
JOURNAL be authorized to make any changes in the 
style of the cover of the Journar beginning with 
the July, 1947, issue. Dr Rennie seconded the 
motion, which was passed. 

Dr. Bartemeier moved that the subscription rate 
be increased to ten dollars beginning with the next 
volume, but for interns and medical students, five 
dollars per year. Dr. Strecker seconded the motion, 
which was passed.i 

(5) Dr. Hamilton read a letter from the Ameri- 
can Medical Association regarding its policy about 
furnisaing reprints to industrial concerns. 

(6) Following a general discussion, the Secre- 
tary was instructed to send the recommendations 
of the Nominating Committee to the members of 
the Association by mail. 

Mr. Davies was authorized to have 3,000 ballots 
printed for the election of officers, which will take 
place on Tuesday, May 20. 

On Motion by Dr. Bartemeier, seconded by Dr. 
Rennie, the Executive Committee voted that the 
polls 5e open from 9.00 a.m. to 4.00 p.m. to provide 
for voting by all the Members and Fellows attend- 


1TIt was later decided that the rate for medical 
students and interns should remain at $3.00. 
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ing the meeting. Dr. Hamilton reported that he 
intended to appoint a number of Tellers to facilitate 
the casting of ballots at the election of officers dur- 
ing the coming meeting. Dr. Hamilton requested 
Mr. Davies to inquire regarding the cost of renting 
a voting machine. 

(7) Following some discussion, Dr. Strecke- 
moved that the meeting dates for the 1948 meeting 
be June 13 to June 18, inclusive. This motion was 
seconded by Dr. Bartemeier, and was passed. 

(8) Dr. Hamilton reported that he had appointed 
Dr. George K. Pratt and Dr. LeRoy M. A. Maeder 
to the task of publishing the Newsbulletin, and ha 
read a letter from Dr. Pratt regarding his activities 
in this connection. 

There was a general discussion regarding tha 
Newsbulletin, and Dr. Hamilton instructed the 
Secretary to write to the affiliate societies asking 
them to designate correspondents for the News- 
bulletin. 

It was decided that there should ke a monthly 
issue of the Newsbulletin for at least the first year 
and that it should contain up-to-date news regard- 
ing the membership of our Association. It was 
hoped that the first issue might appear before the 
time of the coming annual meeting. The Committee 
recommended that the Bulletin be printed and dis- 
tributed by The Lord Baitimore Press. It was 
thought that the name of this bulletin would ze 
"American Psychiatric Association Newsbulletir..” 

(9) Dr. Hamilton spoke of the need of develop- 
ing a Committee on Finances and of the advisability 
of having the auditors meet together prior to tue 
coming annual meeting, to decide upon a fiscal 
policy for the Association. 

(10) Dr. Hamilton reported that tae Sub-Com- 
mittee on Psychiatry and Industry of the Committee 
on Public Education has been established as a 
separate committee. Dr. Leonard E. Himler hzs 
accepted the Chairmanship of this committee. 

Dr. Thomas M. French is the new Chairman of 
the Committee on Research. 

Dr. Hamilton also read a letter from. Dr. William 
Leavitt, who represented the Association at a meet- 
ing of the Social Hygiene Association. 

(11) Dr. Bartemeier read a letter from Dr. G. 
Kirby Collier expressing the hope that some ar- 
rangement might be made whereby the members of 
the American League Against Epilepsy might at- 
tend certain sessions of the scientific program du-- 
ing the coming meeting of the Association without 
the necessity of paying a registration fee. It was 
concluded that Dr. Collier’s request would create 
future difficulties by establishing a precedent for 
the admission of other groups without the payment 
of the customary registration fee. 


APRIL 22, 1947, WASHINGTON, D. C. 


Presiding: Dr. Samuel W. Hamilton. 

Present: Dr. Leo H. Bartemeier, Dr. Winfred 
Overholser, Dr. Thomas A. Rennie, and Mr. Austin 
M. Davies, by invitation. 

Absent: Dr. Edward A. Strecker. 

Dr. Hamilton called the meeting to” order at 
8.00 p.m. 
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The question of the meeting on Thursday morn- 
ing, May 22, during the annual meeting, was first 
discussed. It was moved by Dr. Bartemeier and 
seconded by Dr. Rennie that the Executive Com- 
mittee recommend to the Council that in this meet- 
ing the membership should act asa Committee of 
the Whole. The motion was passed. 

It was moved by Dr. Overholser and seconded 
by Dr. Bart2meier that Brigadier Rees be invited 
to make an address following the banquet Wednes- 
day evening, May 21. The motion was passed. 

It was moved by Dr. Rennie and seconded by Dr. 
Bartemeier that there be a meeting of the Council 
beginning Saturday, May 17, at 2.00 p.m. This 
motion was passed. 

Dr. Hami_ton read a report by Dr. George S. 
Stevenson regarding the meeting of the United 
Nations Eccnomic and Social Council. 

Dr. Rennie moved, and Dr. Overholser seconded, 
ihat a Budget Committee be established, to be com- 
posed of the Treasurer of the Association and a few 
of the former Secretaries. This motion was passed. 

It was moved, seconded, and passed, that the 
salaries of two of the office staff be increased, effec- 


tive May 1, 1947, Miss Ryder’s salary by $200 per 
year and Miss Phelps’, by $500 per year. 

Dr. Bartemeier recommended that $12,000 now in 
the Treasury be invested in U. S. Government 
bonds to be held by the Association as a Treasury 
reserve. There was general agreement to this 
recommendation. 

After some discussion, it was requested that the 
Council be asked to reconsider the advisability of 
publishing the Newsbulletin. 

It was pointed out that the JounNAL will be oper- 
ating at an annual deficit of $5,300. It was moved, 
seconded, and passed, that one dollar be appropriated 
to the JOURNAL from the dues of each member of 
the Association. 

Mr. Davies reported on the number of meetings 
held by each committee during the past fiscal year 
and the amount each committee had spent in con- 
nection with these meetings. These data will be 
published in the JOURNAL. 

The meeting was adjourned at ro. 30 p.m. 

Leo H. BARTEMEIER, M. D., 
Secretary. 


CORRESPONDENCE 


NEEDS OF THE PUBLIC LIBRARY 
OF CORFU 


A letter received from Mr. Michael Man- 
toudis, Director of Letters, Theatres, and 
Cinemas in the Ministry of National Educa- 
tion of the Kingdom of Greece encloses the 
following letter from the Director of the 
Public Library of Corfu. Mr. Mantoudis 
points cut that “the historic town of Corfu 
has always been a great center of Hellenism 
and the English language is very widely 
used there.” 

Contributions that readers of the JouRNAL 
may wish to make to the Library of ‘Corfu, 
either of copies of their own publications or 
otherwise, will be most welcome. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: ` 


Sig: Owing to the air-raid of the town of Corfu, 
on Sept. 14, 1943, the Public Library of Corfu has 


been destroyed. The Library building, together- 


with the various installations and over 70,000 books, 
most of which were very rare and extremely 
dificult to replace, was burned and completely 
destroyed. 

The reconstruction and reestablishment of this 
Library began immediately after the liberation of 
the Country, chiefly by contributions from Greek 
and some foreign scientific institutions as well as 
with the assistance of the Greek Ministry of Na- 
tional Education. 

Believing that you are interested in helping 
scientific institutions of the Allied Countries which 
have suffered so much the brutality of the enemy 
attacks, we would ask you to kindly help us in our 
effort to reorganise this Library, by sending us 
your publications for it. 

Your contribution for the rapid reconstruction of 
this Library, which is the oldest historical Library 
of Corfu, will support general Greek culture and 
will be greatly appreciated. 

Const. SOLDATOS, 
Director of the Public Library of Corfu. 


THE HEIRENS REPORT 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: In the article appearing in the AMER- 
ICAN JOURNAL OF PSYCHIATRY, 104: 113, 
1947, entitled, “A Study of William 
Heirens" by Foster Kennedy, Harry R. Hoff- 


man, William H. Haines, there appears on 
page 113 an inaccurate statement. This reads 
as follows: 

“Another interview was arranged and he 
was examined the same night by Drs. Roy R. 
Grinker and William H. Haines at which 
time a conclusion was reached that he was 


malingering.” 


This statement is inaccurate because it 
only corresponds to the opinion at that time 
of Dr. William Haines. T myself stated that 
the patient was to some extent consciously 
malingering but that he was psychotic and 
that I would so testify if called into court. 
The data available for study and the report 
of the prison psychiatrist subsequent to 
Heirens' conviction all increase my conviction 
that he was, and still is, psychotic. ` 

Roy R. Grinxer, M. D. 


FINLAND NEEDS SCIENTIFIC BOOKS 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sig: Finland has an excellent and keenly 
scientific minded Technical Institute, Teknil- 
linen Korkeakoulu. During the war its li- 
brary was bombed and totally destroyed. 

On my recent trip to Finland for the 
American Friends Service Committee, I dis- 
cussed the situation with Dr. Martti Levon, 
Director of the Institute. He said he would 
welcome gifts of scientific and technical 
books and periodicals from America to take 
the place of those destroyed. In the remark- 
able efforts for recovery that the Finns are 
making, the lack of technical library facilities 
is a very serious handicap. It would be a 
practical act of friendship to a nation that 
holds America in high regard if Americans 
should contribute good technical books and 
periodicals to this library. — ' 

Any such gifts should be marked for the 
Institute of Technology, Helsinki, and sent 
to the Legation of Finland, 2144 Wyoming 
Ave., N. W., Washington, D. C. Dr. K. T. 
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Jutila, the Finnish Minister, will arrange 
for their being shipped to Finland. 
ARTHUR E. MORGAN, 
Member, American Friends 
Service Committee, Yellow 
Springs, Ohio. 


COLOR VISION IN PSYCHOTIC : 
PATIENTS 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: A report from this laboratory en- 
titled “Incidence of Defective Color Vision 
among Psychotic Patients” will soon appear 
in the Archives of Ophthalmology. Our in- 
terest in this subject was aroused by the claim 
of Kaplan and Lynch (Color Blindness in 
the Psychoses, Am. J. Psychiatry, 101: 675 
1945) that psychotic patients, both male and 
female, show a high incidence of color blind- 
ness. This conclusion by Kaplan and Lynch 
is at variance with that of Millard and 
Shakow {A Note on Color Blindness in Some 
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Psychotic Groups, J. Social Psychology,6: 
535, 1935) who found the incidence of color 
blindness in a psychotic population not to be 
significantly different from that in a normal 
population. | 
Our study confirms that of Millard and 
Shakow. In our opinion the contrary finding 
by Kaplan and Lynch was in major part due 
(a) to poor selection of the color blindness 
test used by them; (b) to ignorance of the 
many random errors which are made on this 
test by nonpsychotic subjects whose color 
vision is normal by other accepted criteria; 
and (c) to inadequate criteria on which to 
diagnose the presence of defective color 
vision. Lack of control of conditions under 
which the test was administered may also 
have been a contributing factor. 
Le Grann H. Harpy, M.D., 
Knapp Memorial Laboratories, 
College of Physicians and Sur- 
geons of Columbia University. 


COMMENT 


CLARENCE O. CHENEY 


The professional stature of Dr. Cheney 1s 
indicated by the training experience he had 
acquired, the succession of important posts 
to which he was called, and the confidence 
reposed by his colleagues in his executive 
and scientific judgment. 

After five years’ grounding in pathology 
at Manhattan State Hospital, he was as- 
sistant director of the New York State Psy- 
chiatric Institute, five years; assistant super- 
intendent of the Utica State Hospital, four 
years; superintendent of the Hudson River 
State Hospital, five years; director of the 
New York State Psychiatric Institute and 
Hospital, five years; and medical director of 
the New York Hospital, Westchester Divi- 
sion at White Plains, ten years. He served 
as consultant to many other hospitals and 
agencies, including the Veterans Adminis- 
tration and the National Committee for 
Mental Hygiene. He was on the teaching 
staff of four medical schools, including the 
professorship of psychiatry at Columbia 
University and the professorship of clinical 
psychiatry at Cornell Medical School. He 
had been honored by the award of the Co- 
lumbia University Medal and the Congres- 
sional Selective Service Medal. In 1935- 
1936 he was president of the American Psy- 
chiatric Association. 

But in this place it is especially as asso- 
ciate on the editorial board of the AMERICAN 


JOURNAL or PsvycuiaTRY that we speak of 
him. Dr. Cheney was a senior editor of the 
board of editors, having been invited to 
join the staff in 1931. During all these years, 
and despite the many demands -upon his 
time, not only has he assisted materially with 
the actual editorial work but he has always 
been ready to give careful consideration to 
questions of policy and procedure that arise 
from time to time and to offer his wise coun- 
sel. We have never been wrong in relying 
upon his judgment. 

The casual reader may not be conscious 
of the multifarious details and often tke nice 
issues involved in the production of a sci- 
entific periodical publication. It is by no 
means a one-man job. It can be carried for- 
ward satisfactorily only through the staund' 
collaboration of such men as Dr. Caeney. 
And such editorial associates become more 
valuable as their years on the board increase. 
This 1s an added reason why the passing of . 
Dr. Cheney. entails a loss that is particularly 
heavy, a loss keenly felt by his immediate 
colleagues; but also, although a little less 
directly, by all the readers of the JOURNAL. 
The JouzNAL salutes the memory of Dr. 
Cheney and deeply regrets that he can no 
longer be called upon for his friendly help. 


C. B.F. 


NOTICE 


Dr. Douglas Thom, chairman of the Nominating Committee of the 
American Psychiatric Association, reports that, as of December 1, 
approximately 40 percent of the Members and Fellows of the Associa- 
tion have returned their ballot suggestions. All members were mailed 
ballots on October 24, and it is hoped that many more ballots will be 
sent in. If you have not done so, please DO IT NOW. 


Í 
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NEWS AND NOTES 


INTERNATIONAL CONGRESS ON MENTAL 
Hearts. Preparations for the International 
Congress on Mental Health to be held in 
London, England, August 16-21, 1948, are 
rapidly being developed. As has been pre- 
viously intimated, this will be a multi pro- 
fessional assembly, and it 1s expected that a 
great many countries will be represented. It 
is the privilege of all psychiatrists and other 
' interested persons to have some part in the 
planning of the Conference through the for- 
mation of local preparatory commissions for 
discussion of such aspects of mental health 
as may most interest them. The main pres- 
entations at the Conference will originate 
‘from these commissions.. So far as the 
American Psychiatric Association is con- 
cerned, each member who is so inclined is 
requested to call together a group of from 
3 to 15 persons, so that several fields in the 
social sciences will be represented. It is 
also suggested that each mental hygiene hos- 
pital medical staff, with its associated psy- 
chologists and social workers, might become 
a preparatory commission. Preparatory 
commissions are requested to hold meetings 
at least once a month. Each commission is 
asked to submit a list of the names and pro- 
fessions of its members and the name and 
address of the permanent chairman, along 
with a statement of the problem on which 
the group is working. Four copies of list 
and statement should be prepared, one to be 
sent to Nina Ridenour, Executive Officer, 
International Committee for Mental Hy- 
giene, 1790 Broadway, New York 19, N. Y.; 
one to the Programme Secretary, Interna- 
" tional Congress on Mental Health, 19 Man- 
chester Street, London W. r, England; one 
to the regional chairman; and one to the 
area coordinator. For the United States, 
names of regional chairmen will be found 
in a bulletin entitled “U. S. Participation 
in the International Congress on Mental 
Health." Names of area coordinators can 
be obtained from the Regional Chairmen. 
Anyone who is interested in forming a Com- 
mission should have a copy of the Bulletin. 
Copies have already been sent to all mem- 
bers of the American Psychiatric Associa- 
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tion, and additional copies are available from 
the office of the International Committee, 
Commissions will be asked to send in a pre- 


" liminary report in January and a further re- 


port at the end of March. ` 

The reports of the preparatory Commis-. 
sions emanating from all the countries con- 
cerned in the Congress are to be studied by 
a preliminary conference to be held in Lon- 
don for 3 weeks during July, 1948, at which 
time the main reports, indicating the areas 
of agreement and disagreement and problems 
for future study, will be drafted for pres- 
entation to the International Congress in 
August. . 

The main theme of the Congress is “Men- ' 
tal Health and World Citizenship.” Prepar- 
atory commissions are asked to keep ‘this 
general theme in mind in deciding on the 


‘particular phase they may discuss, and it 


has been suggested that the American contri- 
bution focus on problems of the mental health 
of children and how they may be influenced 
by war and international tensions. It is hoped 
constructive policies will emerge from the In- 
ternational Congress. Each preparatory corh- 
mission, however, should consider itself en- 
tirely free to select any topic’ which may be 
even remotely or indirectly related to the 
main theme of the Congress. l 

It is proposed that the International Com- 
mittee for Mental Hygiene will be replaced 
by a new organization to be set up, tenta- 
tively to be known as the World Federation 
for Mental Health. It is expected that this ` 
body’ will be truly international and will ` 
contain members representing all the social 
sciences, and that this will be the interna- 
tional body for dealing with mental health. 
problems in relationship to the World Health 
Organization and UNESCO. 

Dr. Frank Fremont-Smith, medical direc- 
tor of the Josiah Macy, Jr., Foundation is 
vice-president for the United States of the 
Interim Governing Board, and ' iz3 recently 
returned from England where he has con- 
ferred with the president, Dr. J. R. Rees, 
and others who are undertaking the actual 
organization of the Congress. 
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DIAGNOSTIC CENTER TO BE ESTABLISHED 
IN NEW JERSEY.—New Jersey is planning to 
establish a Diagnostic Center, an institution 
for the screening of various types of cases 
prior tò institutionalization or other disposi- 
tion. One of the largest groups of cases will 
be those referred by the courts for determi- 
nation of mental status and recommendations 
prior to sentence. Another group will be 
cases referred by the mental hygiene clinics 
"for more intensive study than is possible in 
the community. Other cases may be referred 
by practicing physicians, hospitals, etc. The 
institution will be ready to function on an 
outpatient status sometime during the latter 
part of 1948. It is hoped that an inpatient 


service of 150-200 beds will be functioning 


during the course of 1949. 

Facilities will include all forms of psychi- 
atric and psychological examinations and test- 
ing. There will also Be electroencephalo- 
graphic and pneumoencephalographic exami- 


nations and other forms of specialized ' 


studies. Research and individual investiga- 
tion will be encouraged. The staff will in- 
clude qualified psychiatric social workers, 
psychologists, and psychiatrists, all working 
under a Director. : 

. Candidates for the position of Director 
are now being considered by the Commis- 
sioner of the Department of Institutions and 
Agencies. A qualified psychiatrist with ad- 
ministrative ability and an interest in fo- 
rensic psychiatry is desired for the position. 
The salary will depend on experience and 
qualifications but will probably be between 
$7,500 and $10,000. Any interested persons 
may write to Dr. Henry A. Cotten, Jr., Dep- 
‘uty Commissioner, Department of Institu- 
tions and Agencies, State of New Jersey, 
Trenton 7. 


JACESONVILLE STATE HOSPITAL OBSERVES 
CENTENNIAL.—Ohbservance by the Depart- 
ment of Public Welfare of the rooth anni- 
versary of the establishment of Illinois’ first 
institution for the mentally ill was held in 
Jacksonville, Illinois, on July 27, 1947, in 


conjunction with a meeting of the Third Di-- 


vision ofthe American Legion. 
The celebration included a banquet for 
members of the Third Division, attended by 
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nearly 500 guests and held 1n the dining room 
of the veterans' unit of the hospital. Dr. Win- 
fred Overholser, President of The American 
Psychiatric Association and superintendent 
of St. Elizabeths Hospital, Washington, 
D. C., gave the principal address, entitled 
"Jacksonville, 1847—Psychiatry Then and 
Now,” in which he paid tribute to Illinois for 
its program in the care and treatment of the 
mentally ill. The history of the hospital was 
described by Governor Dwight H. Green in 
an address on “Tllinois—the Humanitarian,” 
delivered by Richard Yates Rowe, Treasurer 
of the state of Illinois. 

On the second day of the festivities, a 
colorful parade of the Third Division, other 
veterans’ organizations, and representatives 
of the Jacksonville Chamber of Commerce 
passed from the public square to the hospital 
grounds, where a program was presented tc 
the guests, who included members of medical 
Societies, nurses' associations, patriotic so- 
cieties, and civilians. The group was wel- 
comed by Dr. James L. Smith, superinten- 
dent of the hospital. Dr. Harry R. Hoffman, 
state alienist, was chairman of the program 
committee. 


Dr. BURLINGAME HONORED BY FRENCH 
GOVERNMENT.—At a dinner at the Union 
Club in New York City, Sept. 10, 1947, in 
honor of Dr. Justin Godart as represer.tative 
of the French Government, Dr. C. Charles 
Burlingame was formally given the decora- 
tion of an officer of the French Legion of 
Honor in recognition of his services to inter- 
national health and welfare. This decoration 
represents a promotion, Dr. Burlingame 
having been for several years a Knight of 
the French Legion of Honor. He has also 
been the recipient of other special honors 
from France and other countries. 


THIRD CONGRESS ON GENERAL SEMAN- 
TICSs.— The Third Congress on General Se- 
mantics will be held in 1948 under the aus- 
pices of the University of Denver. Tentative 
dates are August I3, 14, and 15. Workers 
in general semantics and allied fields are in- 
vited to contribute papers and progress re- 
ports on applications of the discipline. A 


"preliminary announcement and information 
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about attendance at the Congress will be 
available early in 1948 from Dr. Elwood 
Murray, Chairman of the Congress Com- 
mittee, University of Denver, Denver, Colo- 
rado. | 


Dr. GLUECK Heaps NEW Crinic.—Dr. 
Bernard Glueck has temporarily taken over 
the directorship of a newly established psy- 
chiatric consultation center in Glens Falls, 
N. Y. This organization is sponsored by the 
Mental Hygiene Association and the Com- 
munity Cnest of Glens Falls and is located 
at 360 Glen St. The Medical Society of 


Glens Falls and other social agencies are in- 


terested in the project and lending their co- 
operation. : 

Dr. Glteck was enabled to undertake this 
"new work by reason of the fact that Dr. 
Bernard Glueck, Jr., on his return from the 
Army took over the management of Stony 
Lodge Sanitarium, which Dr. Glueck, Sr., 
had directed for many years. 


RESIDENCY TRAINING IN RICHMOND, 
VIRGINIA, VÀ HosPrrAL.— The Council on 
Medical =ducation and Hospitals of the 
American Medical Association has given its 
temporary approval to the residency training 
in psychiatry offered by the VA Hospital at 
Richmond, Virginia. The training program 
is of 3 years’ duration. All phases of psy- 
choses and psychoneuroses and a great va- 
riety of neurological and neurosurgical cases 
can be found in this 1,000-bed hospital. The 
Neuropsychiatric Service, which is headed 
by Dr. Benedict Nagler, has still some va- 
cancies for residents. Interested physicians 
should apply to the Subcommittee on Psy- 
chiatry, Dr. R. Finley Gayle, Jr., Chairman, 
Medical Colege of Virginia, Richmond, 
Virginia. 


MICHIGAN. SOCIETY OF NEUROLOGY AND 
PsvcumiATRY.— The Society’s first meeting 
of the year, September II, 1947, was held 
jointly with the Michigan Society for Men- 
tal Hygiene and the Cornelian Corner, with 
Dr. J. Clark Moloney presiding. Dr. David 
Levy, of New York, presented a paper en- 
. titled *Mzternal Overprotection." The for- 
mal discussant was. Dr. Harry A. August. 
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The second meeting of the year was held 
at the Traverse City State Hospital, October 
30, 1947. At this meeting also, a scientific 
program was presented, with several con- 
tributions. 

Officers of the Society are Dr. J. Clark 
Moloney, President; Dr. Ralph M. Patter- 
son, President-Elect; Dr. Ivan C. Berlien, 
Secretary-Treasurer; and Dr. Roscoe W. 
Cavell, Dr. Thomas J. Heldt, and Dr. Louis 
S. Lipschutz, Councilors. 


WASHINGTON SOCIETY FOR THE ADVANCE- 
MENT OF PSYCHOTHERAPY.—Ater a number 
of preliminary meetings, dating back to May 
IS, I946, the first formal meeting of the 
Washington Society for the Advancement 
of Psychotherapy (no connection with any 
other organization) took place on January 
16, 1947. The object of the society is to ad- 
vance knowledge in the field of psychother- 
apy. It proposes to do this by joining to- 
gether all the workers in psychotherapy, not 
limiting its scope to any one school of 
therapy, and by discussions, lectures, insti- 
tutes, publications, and other forms of dis- 
semination of knowledge and experience. 

Membership in the organization is at pres- 
ent limited mainly to three groups of phy- 
sicians: (1) active membership is limited to 
physicians who are psychiatrists, have had a 
minimum of 10 years of actual experience 
in psychotherapy, have been recognized as 
having achieved an unquestioned reputation 
in psychotherapy, and who, at the time of the 
application for and during their membership, 
devote their entire time to the clinical prac- 
tice of psychotherapy; and (2) associate 
membership limited to (a) psychiatrists who 
are in various degrees of training, (b) phy- 
sicians in general practice. 

On June 6, 1947, the Society was incor- 
porated under the laws of the District of 
Columbia. The officers of the Society are as 
follows: President, Louis S. London, M. D.; 
Vice President, Leopold E. Wexberg, M. D. ; 
Executive Director and Secretary, Benjamin 
Karpman, M. D.; Treasurer, Philip Litvin, 
M. D. At the same time the Washington In- 
stitute for Psychotherapy was organized and 
incorporated. 


CENTRAL NEUROPSYCHIATRIC ASSOCIA- 
TION MxzTING.—The twenty-third annual 
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convention of the Central Neuropsychiatric 
Association was held in Galveston, Texas, 
October 17-18, 1947. This organization was 
formed in 1922 with the idea of affording 
better mutual acquaintanceship among the 
‘neurologists and psychiatrists of the central 
and western states and -provinces. At each 
annual meeting, the members in the conven- 
tion city demonstrate their clinical and re- 
search activities and facilities. 

Dr. Titus H. Harris arranged the all- 
Texas program, including contributors from 
Austin, Dallas, Fort Worth, Houston, San 
Antonio, and Waco. 

Officers for the coming year are as fol- 
lows: President, Dr. William C. Menninger ; 
Vice-President, Dr. Walter L. - Bruetsch; 
Secretary-Treasurer, Dr. Lee M. Eaton; 
and Counselor, Dr. Clarence E. Van Epps. 


Group THERAPY SESSIONS IN NEW YORK. 
— Announcement has been received of two 
serles of group therapy meetings which will 
be held under the direction of Dr. George 
Lawton, attending psychologist, Psychiatry 
Department, Vanderbilt Clinic, New York. 
The series are designed for men and women 
from 35 to 60 years of age and for those 
over 60. Difficulties of adjustment on the 
part of each participant will be considered 
by all. The groups will meet twice weekly 
for five weeks ; membership in each will not 
exceed ten. The meetings will last about 75 
minutes and will take place in Dr. Lawton's 
office, 41 West 82d St., beginning November 
I8. Each series will be repeated in March 
and in May, 1948. 
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MoosEHAVEN : CITY FOR THE AcED.—The 
Loyal Order of Moose, which estaklishec 
the well-known Mooseheart Laboratory for 
Child Research 17 years ago, now extends its 
support of research to the old age group. The 
Fraternity announces the appointment of & 
National Advisory Council for Research in 
Gerontology for the Fraternity’s city for the - 
aged at Moosehaven, near Jacksonville, 
Florida. It is hoped to make Moosehaven a 
model for the country in the care of the aged, 
and also to establish there a department of 
research available to all. Interested scien- 
tists should address inquiries to Dr. Martin 
L. Reymert, Mooseheart, Illinois, 


New VOLUME ON Orp QurLTs BY Dr. 
Dunton.—Contingent to his pioneer work 
in occupational therapy and as a hobby of 
long standing, Dr. William Rush Dunton, 
Jr., has collected a vast deal of information 
concerning old quilts. Much of this informa- 
tion covering the past 100 years is presented 
in a new, privately printed volume of nearly 
300 pages and profusely illustrated. Infor- 
mation concerning this new work can be ob- 
tained by writing directly to Dr. D«nton, 
33 No. Symington Road, Catonsville, Md. 


CORRECTION TO CERTIFICATIONS BY AMER- 
ICAN BOARD OF PSYCHIATRY AND NEUROL- 
ocy.—The name of Dr. Henry S. Colony, 
Lt. Comdr. (MC), USN, was omitted from 
the list of those certi&ed at Philadelphia, 


May 15-17, 1947. 


BOOK REVIEWS 


INTRODUCTION TO PSYCHOBIOLOGY AND PSYCHIATRY. 
(Secord Edition, 1946). By Esther Loring 
Richards, Sc.D. St. Louis: C. V. Mosby Com- 
pany, 1946. 


It is stated that the book is for students of nurs- 
ing and medicine, but it is obviously designed pri- 
marily as a text book in psychiatry for nurses. The 
whole field of psychiatry is surveyed. The book is 
divided into three parts: Part One—Fundamentals 
of Human Behavior Functioning; Part Two—Fun- 
damentals of Psychiatric Work; Part Three-—Fun- 
damentals of Psychiatric Illnesses and General 
Treatment Procedures, and finally an appendix. 
The concepts that are formulated are those of Adolf 
Meyer, and the author makes it quite clear that 
this is her approach to the subject. As such it can 
be recommended as a simple, clearly written ex- 
position of Adolf Meyer’s views. The level at 
which the book is written is obviously for those 
without any special information or training in the 
field. The material presented gives some of the 
fundamental concepts of psychiatry based on the 
psychobiological viewpoint. The chapter on alco- 
holism is contributed by Dr. Robert Seliger and is 
in accordance with the generally accepted views on 


this subject. There are a few minor errors which 


one is surprised to see get by in a second edition 
of the book. The Dark Ages are stated as starting 
in the fourth century B. C. It is stated, "The in- 
telligence test was given to us by Binet and Simon 
in 1911," and that insulin treatment “found vogue 
in this country in our State hospitals in the early 
1930's.” In discussing electric shock it is stated 
"since this treatment can be done in a few minutes 
in contrast to insulin and metrazol" These are 
examples of minor errors which do not seriously 
detract from the over-all presentation, which is on 
the whole an excellent one. The book can be 
recommended for its purpose, which is primarily 
as a text book in psychiatry for nurses. 
Kart M. BOWMAN, 
Langley Porter Clinic, 
San Francisco, Calif. 


RosscHAcH Psycuorocy. By Paul Maslow. 
(Brooklyn: Brooklyn College Press, 1945 
(multigraphed).) 

In this manuscript, the author presents some 
philosophical viewpoints, derived by him out of 

Rorschach test language. How tenuous is his 


foundation for the theorizing, he himself tells us ` 


(p. 110): “Incidentally, the additions made to the 
Rorschach technique in this book have not been 
validated in an approved scientific fashion. "Theories 
arising from and checked against a few individuals 
(biased and poor observers of themselves) and the 
speculative correlations between the specific as- 
pects of the personality and the Rorschach symbols 
rather than the customary experimentation have 
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been our method. There has been a dependence upon 
the logical consequences of our basic assumption 
which enabled us to draw what we considered to be 
the most probable conclusions. Our belief in the 
validity of these conclusions is strong because the 
basic theory consists of a number of independent 
strands that came together from various directions 
to support our whole concept of personality. But 
though our basic theory has not been proven right, 
neither has it been proven wrong ....in the 
meantime, the only real ‘proof’ we have to offer is 
our own satisfaction with the results to date." 

A further index to his approach is seen in his 
bibliography. Out of 104 titles, this reviewer identi- 
fies 12 as Rorschach papers; 3 as larger volumes 
that include Rorschach test reports. The other 
references are distributed within (a) the general 
literature of psychology and psychiatry; and (b) 
heavy concentration on writings represented by 
Whitehead, Spinoza, Reid, Collingwood, Cohen, 
Plato, and other thinkers in this range. 

The level of the publication is exemplified in such 
obfuscations as (p. x2) : "PM thought (opinion) is 
based upon movements which the individual directs 
as he pleases as compared to AM thought (under- 
standing) which is controlled by the animal seen 
in the response and EM thought (reason) which 
is controlled by the human seen" Another gem 
(p. 13): “The differentiation of movements into 
extensor living, inhibited and flexor can also be 
applied to personal movements. 'There are EPM, 
LPM, IPM, and FPM just as there are EM, LM, 
IM, FM and EAM, LAM, IAM, FAM." 

The publication is full of unwarranted statements 
without any basis in educed evidence. Thus, (p. 83): 
“Turning the cards (@, V, >, <, A,) indicates 
a desire and an initiative to look at all sides of a 
problem.” Again, (p.90) : “Those who see emblems 
on the cards (flags, insignias, signs symbolizing 
power, prestige, strength, position) look for and fix 
upon accepted standards in real life as a substitute 
for personal probing thought and a safe guide for 
conduct through society." 

There are, to be sure, many accurate statements 
but any Rorschach test student will recognize them 
as old and common stock of Rorschach test infor- 
mation. What the author thinks he is adding by 
repeating them, this reviewer is hard put to it to 
say. In fact, he cannot say why this manuscript has 
been published at all except as meeting an inner 
urge for publication. 

It all brings to mind a caricature by that prince 
of caricaturists, Max Beerbohm. In it George Ber- 
nard Shaw is represented as attempting to sell some 
old clothes to the literary critic, Georg Brandes, 
who is represented as a tailor. The dialogue: 

Grorc Branves (‘Chand d'Idées) : “What'll you 
take for the lot?” 

GEORGE BERNARD SHAW: “Immortality.” 

GrorG BRANDES: “Come, I’ve handled these 
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goods before! Coat, Mr. Schopenhauer’s ; waistcoat, 
Mr. Ibsen's; Mr. Nietzche's trousers—” 
GEoRcE BERNARD SHAw: "Ah, but look at the 
patches !” 
S. J. Becx, Pn.D, 
Chicago, Illinois. 


PRINCIPLES OF Dynamic PsvcuiATEY. By Jules H. 
Masserman, M.D. (Philadelphia: W. B. Saun- 
ders Co., 1946.) 


This is the first book of a very ambitious series 
by which an excellent research worker and writer 
attempts to formulate what he calls "dynamic psy- 
chiatry,” which appears to be, as one reads the 
book, a fusion of the points of view of behavioristic, 
psychoanalytic, and psychobiologic theories, each of 
which is very briefly stated and criticized in a total 
of about 10 pages of the book (pp. 89-98). Such 
theories as those of Jung, Adler, and other writers 
are dismissed in about a line and a half. Despite its 
declared theory of approach, the book struggles 
between what is essentially a Pavlovian experi- 
mental approach and psychoanalytic formulations. 

Drugs are hardly considered at all.except in 
relationship to some experiments by the author on 
alcohol, in which he proves that neurotic behavior 
is favorably influenced by alcohol. Electric shock 
is mentioned in one or two places as footnotes to 
something else and, so far as I can see, prefrontal 
lobotomy does not enter the picture at all. 

Many of the clinical examples of this book consist 
of correlations between simple frustration experi- 
ments on animals and the complex human states 
which are analyzed in the light of these frustration 
experiments, as if the comparison had adequacy and 
relevancy, which, in my opinion, they do not since 
the hugely complicated social scheme of man and 
the simple setup of the experiments can only be 
vaguely likened to one another. 

The author establishes 4 principles (p.102) which 
govern the biodynamic theory of behavior, which is 


his offspring and which he now presents to the 


world. These are: 


“r, Principle of Motivation—Behavior is basic- 
ally actuated by the physiologic needs of the organ- 
ism and is directed toward the satisfaction of those 
needs. 

2. Principle of Experimental Interpretation and 
Adaptation. —Behavior is contingent upon, and adap- 
tive to, the organism’s interpretations of its total 
milieu, as based on its capacities and previous 
experiences. ; 

3. Principle of Deviation and Substitution —Be- 
havior patterns become deviated and fragmented 
under stress, and when further frustrated, tend 
toward substitutive satisfactions. 

4. Principle of Conflict. —When in a given milieu 
two or more motivations come into conflict in the 
sense that their accustomed consummatory patterns 
become incompatible, kinetic tension (anxiety) 
mounts and behavior becomes hesitant, vacillating, 
erratic, and poorly adaptive (neurotic) or exces- 
sively substitutive, symbolic, and regressive (psy- 
chotic).” 
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These 4 principles are not novel, although they 
are cogently stated and elaborated, end they by 
no means exhaust the complexity of human life. 
They are developed in the book with such other 
matters as come into consideration. Case histories 
are given with corollaries. Thts, Principle 3 has 
five corollaries, and the other principles have 
relevant corollaries of their own. 

When the author takes up the criticisms of the 
biodynamic theory of behavior, he discusses them 
under the head of shibboleths. Apparently anybody 
who criticizes his work is given to shibboleths, 
which is not the scientific way to meet objections 
to the principles which make up his “b:odynamics.” 

The last part of the book is given up to an illus- 
trative analysis of a neurotic personality. Masser- 
man may give homage to Pavlov by his experi- 
ments, but in general, although he declares his 
differences from Freud, he uses his technique, and 
this illustrative analysis does not differ very greatly 
from that which has been used from the early days 
of Freud. 

It is a very good thing that at the end of the 
book Masserman has a glossary of psychiatric 
terms. The language in which this book is couched 
is quite formidable, as for example, “From an eco- 
nomic standpoint, therefore, the patient’s various 
symptoms—vomiting, diarrhea and urinary ur- 
gency—served as channels for an autoplastic dis- 
charge through the eliminative functions of various 
guiit-ridden aggressive or erotic impulses which 
the patient, because of covert fear, was inhibited 
from expressing in alloplastic social behavior" 
(p. 198). This is a sample of the author’s style. 

However, we are promised that this is only the 
beginning of a new point of view called biody- 
namics; that the next volume will initiate us into 
the mysteries of compulsive, schizophrenic, and 
manic-depressive behavior; and that there is being 
born via this volume a new approach to the prob- 
lems of psychiatry, which will unify all behavior 
from the amoeba to man and include the points of 
view of all the sciences, as well as all the depart- 
ments of medicine, in one grand explanation and 
technique. Dr. Masserman is a very learned man, 
a fine experimentalist, and all things are possible 
to such a combination of qualities plus great energy 
and industry. Somewhat skeptical as I am, I wish 
him well in this, an ambitious and hrilliant enter- 
prise. 

ABRAHAM Myerson, M.D., 
Boston. 


THE 1946 YEAR Book or NEUROLOGY, PSYCHIATRY 
AND NEUROSURGERY: Neurology, edited by 
Hans H. Reese, M. D., and Mabel G. Masten, 
M.D. Psychiatry, edited by Nola» D. C. 
Lewis, M. D. Neurosurgery, edited by Percival 


Bailey, M. D. (Chicago: The Year Book Pub- 
lishers, 1947). 


The scope of the Year Book has been altered 
again this year and includes neurosurgery in place 
of endocrinology. The latter, which had been ín- 
cluded with neurology and psychiatry since 10934, 
has been combined with contributions on metabo- 
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lism and nutrition (removed from general medi- 
cine) ; and these three now constitute a new volumé 
in the Year Book series. 

The ‘section on neurology reviews new studies 

on cerebral localization and fibre tracts, and indi- 
cates also the gaps in our knowledge of structural 
relations. Literature dealing with the anatomy, phy- 
siology, and pathology of the central nervous 
system is summarized in the first few pages. Next 
follows a subdivision on the convulsive disorders. 
Each of these two subdivisions is preceded by a 
brief general statement by the editors, a sort of 
"argument" which helpfully sums up the main 
issues. Disorders of the central nervous system, 
together with diagnostic procedures, arranged under 
the same subheadings as last year, make up the 
major portion of this section of the Year Book. 
. In their introduction the editors remark inci- 
dentally (with a wink at the psychiatrists) that 
"the neurologist's point of view of disease is not 
clothed in involved or circuitous theorizing with 
jargon description." 

Nolan Lewis’ definition of psychiatry as “the 
study of human adaptation" indicates strikingly the 
long way traveled and the changes in emphasis 
and viewpoint since "textbooks of mental diseases" 
were written. But even until now, as Lewis points 
out, there has been a comparative neglect of psy- 
chiatry in medical education, as became evident 
during the recent war by the failure of many medi- 
cal officers to deal suitably with the problems of 
mental health arising in the armed forces. 

The grouping of topics in the psychiatric section 
suggests the obsolescence of traditional nosological 
concepts. The organic, toxic, and psychosomatic 
disorders are separately headlined and quite com- 
prehensively covered. There is also a section for 
general topics and one on child psychiatry. The 
remaining psychiatric conditions are treated under 


the heading, “schizophrenic reactions and other psy- 


choses." 

The editor stresses the failure of any and all 
methods hitherto available for dealing satisfacto- 
rily with the problem of crime. “Society should 
insist on the establishment of research institutes 
for the investigation of this whole situation, which 
constitutes a danger to normal societal integra- 
tion as well as a financial drain on the taxpayers." 

The newer therapies widely used in recent years, 
and also the still lively field of military psychiatry, 
are fairly represented in the reviews provided. 

In his introduction to the new section on neuro- 
surgery, which appears fcr the first time as a sep- 
arate section in the Year Book series, Percival 
Bailey sums up concisely recent advances in this 
field, particularly the newer methods of treatment 
coming into use during and since the war. One 
hundred sixty-five of the 700 pages of text are de- 
voted to neurosurgery, which, as Bailey remarks, 
"threatens to engulf and extinguish neurology to 
the detriment of both." l 

The editor of this section appears to be not al- 
together comfortable in the company in which he 
finds himself. With regard to psychiatry, his next- 
door neighbor in the present Year Book, he has 


expressed himself rather strongly in another con- 
nection (J. Assoc. åm. Med. Colleges, Sept., 1946), 
where he makes the arresting statement: “Neu- 
rology has everything to gain by strengthening 
her ties with neurosurgery, since both rest on the 
same intellectual discipline, and by divorcing her- 
self from psychiatry, at least for an indefinite 
future period, since psychiatry has moved into 
pathways alien to her genius.” 

‘Psychiatry surely needs the closest possible 
affiliation with neurology and neurosurgery as well 
as with other branches of medicine, and cannot 
thrive otherwise. Whatever his specific criticism 
may be, the opinion quoted above, from a scientist 
of such distinction as Dr. Bailey, deserves serious 


consideration. 
C. B. F. 


PSYCHIATRIC INTERVIEWS WITH CHILDREN. By 
Helen Leland Witmer. (New York: The 
Commonwealth Fund, 1946.) 


Psychiatric Interviews with Children, edited by 
Miss Witmer at the request of the Commonwealth 
Fund, is intended for students and practitioners in 
child psychiatry. It presents detailed records of 10 
children treated in child guidance clinics by 8 ex- 
perienced therapists representing various current 
schools of dynamic psychiatry. The editor’s aim is 
to demonstrate the methods now in use for the 
direct treatment of children with emotional diffi- 
culties. She also wishes to “analyze the reasoning 
underlying the therapists’ activities in much more 
detail than has been usual in the literature.” In 
both of these aims she succeeds remarkably well. 

The book is divided into two sections. The first 
consists of a brief history of the development of 
child guidance clinics, a description of the “team- 
work” principle of these clinics, and a discussion 
of the manner in which therapists utilize the phy- 
sician-patient relationship for the benefit of the 
child. 

Part Two contains 10 detailed case presentations. 


The first 3 are the recorded interviews of nonneu- 


rotic children; the next 4 are those of children 
with neurotic symptoms; and the last 3 are of 
seriously neurotic children. The therapist in each 
presentation first gives an introductory discussion 
of the dynamics involved in the child's disorder. 
He then reports on the activities and conversation 
of each interview, using elaborate concurrent foot- 
notes for a discussion of the reasoning behind his 
efforts. The reader thus has a picture of how the 
therapist interprets and how he reacts to the pa- 
tient’s activities at each stage of therapy. Social 
Service summaries, furnishing information as to 
the parents’ concommitant progress with the social 
worker, are inserted frequently among the patient's 
interviews. Each child presented had at least one 
parent with whom he felt relatively secure and who 
also came to the clinic for help. 

Because this volume contains so many footnotes 
it is slow reading. The effectiveness of the ther- 
apy varies, as some of the therapists are rather 
obviously more skilled than others. The divergent 
points of view regarding behavior motivations pre- 
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sented here make the responses of some therapists 
seem more reasonable than others, depending on 
the reader’s viewpoint. By any standard, Dr. Fred- 
erick Allen’s handling of Betty Ann Meyer seemed 
to the reviewer a particularly vivid example of sen- 
sitive, understanding therapy. 

This work has much to contribute to anyone 
interested in the direct treatment of emotionally 
disturbed children. The authors are to be com- 
plimented on their cooperation in subjecting the 
details of their techniques to the scrutiny of fel- 
low workers, Beginning therapists will find it 
helpful in learning how experienced persons in the 
field react to the minute-by-minute problems of 
the therapeutic situation. 

W. Hues MissippINE, M. D., 
The Children's Psychiatric Clinic, 
The Johns Hopkins Hospital, 
Baltimore 5, Md: 


TEXTBOOK OF ABNORMAL PsycHoLocy. 
Landis and M. M. Bolles. 
Macmillan Company, 1946.) 


By C. 
(New York: The 


This textbook has been designed primarily for 
the use of undergraduate students majoring in 
psychology, education, sociology, biology, and 
theology. It will also be of value as an introduc- 
tion to abnormal psychology for those under train- 
ing in such professions as teaching, social work, 
‘law, and medicine. > 

The manner in which the material is organized 
and presented clearly reflects the competence and 
wide clinical experience of the authors. The 
senior author is professor of psychology at Colum- 
bia University and principal research psychologist 
at the New York Psychiatric Institute and Hospi- 
tal. The collaborating author is a former research 
. assistant at the Psychiatric Institute. Both are 
well known for their original contributions to the 
research ‘literature in abnormal psychology. 

Abnormal psychology is surveyed and the pres- 
ent status of our understanding summarized with- 
out undue emphasis on any one particular theoreti- 
cal interpretation. The viewpoint of the authors is 


BOOK REVIEWS 


359. 


frankly eclectic. Emphasis is given to experimental 
evidence wherever available. 

Three introductory chapters (I-III) deal with 
the terminology and basic concepts used to de- 
scribe and classify varieties of human abnormality. 

The next r4 chapters (IV-XVII) are devoted 
to a description of the conventional diagnostic 
categories commonly used to classify abnormal 
persons. These include dementia praecox, manic 
depressive psychosis, neurosis, epilepsy, mental 
deficiency, disorders of old age, involutional melan- 
cholia, alcoholism, general paresis, organc brain 
disorders, and psychopathic personality. The con- 
tent of each of these chapters is organized accord- 
ing to the general pattern: introduction, case his- 
tories, personal experience, facts and figures, history 
of the concept, physiology, psychology, summary, 
and references. . 

Three chapters (XVIII-XX) are then devoted 
to a brief but competent summary of the hereditary, 
cultural, sociological, and developmental factors in 
etiology. 

Six chapters (XXI-XXVI) on psychopathology 
discuss systematically the disorders of sensation, 
perception, action, speech, memory, emotion, voli- 
tion, and intellectual functioning. 

The last 8 chapters (XXVII-XXXIV) offer a 
review of the contributions to our urderstanding 
of abnormal persons made by the biological sci- 
ences, education, and law. 

There is a glossary of the terms used and the 
book is well indexed. The references listed at the 
end of each cbapter have been carefully selected 
and are adequate for the beginning student with- 
out being overwhelming. 

This book is to be recommended as a basic tex: 
in abnormal psychology. It is well organized and 
thoroughly up-to-date in content. The expression 
is clear and admirably succinct. Of necessity, the 
book leaves much for the teacher to do by way 
of amplification and illustration, but unusually ade- 
quate coverage of the essential material in the field 
is provided by the authors. 

C. R. Myers, Pu. D. 
University of Toronto. 


IN MEMORIAM 


JAMES S. PLANT, M. D. 
1890-1947. 


The death of Dr. James S. Plant, which 
occurred in his home in South Orange, New 
Jersey, on September 7, 1947 of coronary 
` thrombosis, was received with deep regret 
not only Ly his professional colleagues, but 
also by parents, children, and members of 
other professions. 

Dr. Plant was born in Mimari Min- 
nesota, on August 3, 1890. He received his 
undergraduate training at Hamilton Col- 
lege, from which he graduated in 1912. He 
received kis M.A. from the University of 
Pennsylvadia a year later, and his medical 
degree from the same University in 1918. 
In order t» prepare himself to practice psy- 
chiatry, he studied at the Sorbonne, Paris, 
for two years, and on his return to this 
country served as neuropathologist for two 
years at McLean Hospital, Waverly, Massa- 
chusetts. He was assistant director of the 
Judge Baker Foundation, Boston, from 
1922 to 1923, and was director of the Essex 
County Juvenile Clinic, Newark, New Jer- 
sey, from 1923 until the time of his death. 
In 1938 Hamilton College bestowed on him 
the honorary degree of Doctor of Science. 
He was a member of the American Psycho- 
logical Association, the American Medical 
Association, a Fellow of the American Psy- 
chiatric Association, and a member of a num- 
ber of state and local medical societies. — 

Surviving Dr. Plant are his widow, Mrs. 
Mildred Heller Plant, and two daughters, 
the Misses Mildred Elizabeth 2 Harriet 
Greenleaf Plant. 
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In addition to a broad and progressive un- 
derstanding of psychiatry, Dr. Plant brought 
to his private and professional activities out- 
standing personality characteristics which 
made him respected and loved by all who 
knew him. He had a deep interest not only 
in his patients, but also in all professional 
activities that represented growth and ad- 
vancement in the broad field of psychiatry, 
a better understanding of psychiatry and 
mental hygiene: by the community, and in 
working out ways and means of enabling 
allied professional groups to work together 
more harmoniously and effectively. 

In his pioneering accomplishments, which 
are many, he was always judicial. He had 
the capacity to allow others to present their 
points of view and then give them proper 
consideration. He was able to “see through 
the clouds" of confusion, impractical ideali- 
zation, and static conservation and to clarify 
discussions to the satisfaction and advantage 
of all. Perhaps his outstanding quality was 
his real interest in all people with whom he 
was associated or with whom he came in 
contact. Because of this quality, individuals 
from every station in life who had the good 
fortune to know him were attracted to him. 

In the passing of Dr. Plant psychiatry 
and mental hygiene have lost one of its out- 
standing proponents; and his relatives and 


` associates, a real friend. 


FRANK J. O’Brien, M.D., 
Brooklyn, N. Y. 
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REPORT ON LOBOTOMY STUDIES AT THE BOSTON 
PSYCHOPATHIC HOSPITAL? 


M. GREENBLATT, M.D. R. E. ARNOT, M.D. J. L. POPPEN, M. D, 
| AND W. P. CHAPMAN, M. D. 


In the latter part of 1943, a project was 
organized at the Boston Psychopathic Hos- 
pital for the treatment of psychiatric patients 
by means of prefrontal lobotomy—a surgi- 
cal operation advocated originally by Egas 
Moniz of Portugal and Walter Freeman of 
this country. The surgery was done by Drs. 
Gilbert Horrax, James Poppen and other 
members of the neuro-surgical department 
of the Lahey Clinic, acting as surgical con- 
sultants, and the psychiatric work by the 
regular staff of the Boston Psychopathic 
Hospital. Although this form of therapy was 
approached originally with considerable skep- 
ticism, after 35 years of experience in a wide 
variety of patients, all of whom had been 
given a hopeless prognosis, we now' believe 
that prefrontal lobotomy has won a definite 


place in the treatment of serious mental: 


diseases. | 

Instead of approaching from the temporal 
region, Dr. Poppen has preferred to operate, 
as did Lyerly, by means of a süperior, ap- 
proach making a trephine opening one inch 
in diameter, about 4 cm. anterior to the 
coronal suture and 4 cm. lateral to the mid- 


line. The main point is that everything is 


done under clear visualization. The plane of 
the section passes just in front.of (some- 


times through) the anterior horn of the lat-. 


eral ventricle ending below at the border of 


the sphenoid ridge. All of the white fibers: 


in this plane are severed with due regard for 
the blood supply. The precision of location 
of the plane of section is, of course, a doubt- 
ful point, Dr. Poppen being of the opinion 
that the planes of section must all lie within 
a band that is at most two centimeters wide. 

The decision for operation was made by 


1 Read at the ro3d annual meeting of The Ameri- . 


can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 

These studies were conducted under the direction 
of Dr. Harry C. Solomon, and with the collabora- 
tion of Drs. C. P. Coon, A. S. Rose, M. Rinkel 
and Mr. C. Atwell. 


„Psychopathic Hospital. 


.into two parts: 
"Part II. Research Studies. 


the psychiatric staff, the prime criterion be- 
ing that the patient had had an adequate trial 
of therapy, would: not profit from any more 
of the standard treatments and could, there- . 
fore, be considered a hopeless case. With 
few exceptions all these patients had previ- 
ously received electric shock treatment, in- 
sulin shock treatment or both and some had 
received prolonged intensive psychotherapy. 
The majority of our patients were chronic 
state hospital cases who were suggested for 
operation by the superintendents of the vari- 
ous Massachusetts state hospitals. In not a 
few instances the selection was made on the 
basis of. very disturbed behavior with the 
inherent difficulty of caring for the patient. 

Orce the criterion. of hopelessness was 
established, the appraisal of the physical con- 


. dition and capacity to withstand the opera- 


tion became important. The great majority 
of our patients were physically well and pre- - 
sented no exceptional operative risks; how- 
ever, in view of the hopeless nature of. the 
psychosis and the willingness of the relatives 
to take the risk, a few aged arterio- 
sclerotic and cardiac cases were accepted for 
operation. 

From October 1943 to April 1947, 247 
patients received this operation at the Boston 
Two cases were 
done in 1943, 12 in 1944, 58 in 1945, and 
I34 in 1946. Of the 154 cases done before 
October 1946, we are considering a group 
of 147 cases on whom we have adequate 
follow-up data to April 1, 1947—making a 
minimum eee period of 6 months and 
a maximum of 3i years. 

The report of our experiences is divided 
Part I. Clinical BO 


I. CLINICAL RESULTS 


Eleven cases have expired during - the 
follow-up period; only 2 of these, however, : 
could be considered operative deaths.. The 
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other 9 cases died 2 or more months after 
operation and following discharge or trans- 
fer from the hospital. The 2 cases whose 
deaths could be attributed to surgery were 
females, aged 41 and 56 years respectively, 
who died 11 and 5 days post-operatively after 
developing convulsive seizures. In one, at 
post-mortem, a hemorrhage was found in the 


operative site of the left hemisphere which 


had ruptured into the left ventricle. In the 
other, the post-mortem cause of death was 
given as acute cardiac failure. 

Two operative deaths in 147 operations 
constitutes a surgical mortality of 1.4 percent 
which is lower than that generally given in 
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Frc. r.—Percentage of "fair" and "good" results 
of lobotomy in cases diagnosed dementia pracox 
and involutional melancholia. 


the literature. The low mortality (especially 


in view of a number of aged and infirm 
cases) and the smooth post-operative course 
typical for so many of our patients are both 
a tribute to the skill of the neurosurgeons. 
Most of our patients are up and about in 4'to 
5 days. : 
The clinical results are shown in Fig. r. 
By "good condition" is meant that the pa- 


tients are free from psychotic symptoms and : 


are able to work. By “poor condition” ’ 1s 
meant that the patients still suffer from gross 
psychotic symptoms and are a burden to the 
family or the community. The "fair" results 
are those patients with varying degrees of 
alleviation of psychotic symptoms; many 
have made a better adjustment, are easier 
to manage, or are able to work in the hospi- 
tal. The hospital superintendents and the 
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family are usually satisfied that there has 
been a definite gain and that the operation 
was worth doing. 

- Briefly the operation was worth doing in 
88 cases (65 percent of the total) ; gratifying 


results were achieved in 36 of these cases 


(26 percent of the total) ; and stellar results 
were achieved in a dozen cases (9 percent of 
the total). 

Our results by clinical diagnostic cate- 
gories roughly parallel those already reported 
in the literature. Of a rather large group of 
dementia praecox cases (08) 20 percent did 
well (good condition), 37 percent are in fair 
condition, and 40 percent are in poor condi- 
tion. Paranoid dementia praecox cases, on 
the whole, fared best and hebephrenic de- 
mentia praecox fared worst, but some good 
results were obtained in every category of 
schizophrenia. The results for involutional 
psychosis are very encouraging, for 13 out of 
r4 improved and 8 of the I4 are now in 
"good condition." Two of 4 obsessive-com- 
pulsive psychoneurotic cases are in "good 
condition" and 2 are in "fair condition" on 
April 1. We are well aware of the short- 
comings of diagnostic labelling and realize 
that some of these cases would bear other 
labels in other hospitals. . 

Our experience with schizophrenic patients 
can be summarized in terms which are fa- 
miliar to the psychiatrist. Those patients 
with a sounder pre-psychotic adjustment, 
with an abrupt onset, with worry, fear, and 
depression, with relatively simple delusional 
systems, and with some residual cohesion 
or integration of the personality fared best 
with lobotomy (although they had failed to 
respond to other measures). However, pre- 
diction of results with lobotomy in schizo- 
phrenic cases is not infallible and surprises 
occur. l 

The age of the patient at the time of opera- 
tion in relation to the eventual clinical result 
is summarized in Fig. 2. The cases are ar- 
rayed in 3 groups: those under 25 years of 
age, 25-45 years of age, and over 45 years of 
age. No remarkable effect of age on lo- 
botomy result is evident. 

We have analyzed the results in terms of 
duration of hospitalization prior to lobotomy. 
It is interesting that for our cases the. dura- 
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* tion of hospitalization prior to lobotomy has 
had no remarkable effect on the outcome. 
We have analyzed the effect of duration of 
hospitalization on the percentage of cases 
that could be sent home after lobotomy. Here 
a fairly clear trend is noted and there is some 
internal consistency despite relatively small 
groups. Fig. 3 shows that home discharge 
was possible for many of those hospitalized 
for short intervals prior to lobotomy and for 
few who had been hospitalized for long in- 
tervals before lobotomy. A patient who has 
been hospitalized consecutively for many 
years has broken most, if not all, his ties with 
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Fie. 2.—Percentage of "good" and “fair” results 
following lobotomy in relation to age group (under 
25 years; 25-45 years; and over 45 years). 


his environment; and even if he does well 
after lobotomy, there may be no home to 
receive him. i 

In addition to study of the total clinical 
picture, a review of specific symptoms was 
made in order to determine which symptoms 
were most frequently alleviated by lobotomy 
and what new symptoms arose after lo- 
botomy. The effect of lobotomy on clinical 
symptoms may be considered as follows: 

(A) There are certain symptoms which 
are so regularly relieved that one may 
consider lobotomy almost specific for 
them. These symptoms include “nervous- 
ness,’ tenseness, uneasiness, fear, worry, 
anxiety, over-consclentiousness, obsessive- 
ness, and meticulosity. There may be other 
symptoms which belong in this category. We 
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do not imply that these symptoms are invari- 
ably relieved but that they are remarkably 
diminished or disappear in a very high per- 
centage of cases. In a very few instances 
these symptoms appeared after bison Or 
were increased by lobotomy. 

(B) A second group of symptoms pus be 
described which are less frequently relieved 
by lobotomy and often are merelv alleviated 
or partly allayed. The patient then becomes 
a more tractable citizen of the community 
or hospital. These symptoms are: depres- 
sion, associability, combativeness, hallucina- 
tions, and delusions. 

(C) A third group of symptoms are im- 
portant because they appear for the first time 
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Fic. 3.—Percentage of patients sent home in 
relation to the years of continuous Bosp aazanon 
prior to lobotomy. 


after lobotomy in a good many cases. These 
are: laziness, irritability, moderate untidiness 
and carelessness, indiscretions of speech, 
wetting, gain in weight, and seizures. 
Undoubtedly the most consistent post- 
operative complaint of relatives is “laziness” 
—by which they may mean inertia, lack of 
initiative, spontaneity or drive, tendency to 
delay, morning lounging, etc. Unfortunately, 
irritability is often shown when relatives try 
to force these patients to do something. Gain 
in weight varied from 5 to 60 pounds and in- 
creased appetite and intake go along with it. 
(Changes in glucose metabolism have been 
demonstrated in our laboratory.) Some pa- 
tients who may have preserved initiative and 
interest have, nevertheless, shown callous 
attitudes and blunting of finer sensitivities 
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which have gotten them in trouble at home 
and at their jobs. For instance, one mild and 
meek teacher of physical education, de- 
pressed and sexually inadequate for years, 
after lobotomy became sexually potent, which 
pleased his wife very much; but had a ten- 
dency to fly off the handle easily, which 
frightened the wits out of her; on his job 
he took to cuffing out the boys at slight provo- 
cation and committed many indiscretions of 
conduct which led to his discharge. When 
he returned to the hospital, his wife was in 
tears but our patient took it all with philo- 
sophic calm. 

Wetting is a frequent post-operative com- 
plication which concerns nurses in particular. 
Almost 20-25 percent of our patients con- 
tinue to wet for longer than one week; the 
difficulty may go on for months but with 
gradual clearing. We know of no case that 
has continued to wet persistently after opera- 
tion who was not a wetter before operation. 
Regular toileting every 2 to 3 hours gets 
the patient’s bladder emptied sufficiently 
often to keep the nursing morale above the 
breaking point. 

Epileptiform seizures have occurred in 
IO percent of our cases. They are usually 
sporadic, and do not appear to alter the clin- 
ical course seriously. If, however, they oc- 
cur in the immediate post-operative period 
we are inclined to view them with alarm 
inasmuch as the 2 of our cases recorded as 
surgical deaths died following seizures. 


Il. RESEARCH STUDIES 


A. The psychological tests used to in- 
vestigate the effects of lobotomy were the 
Rorschach’ and the following abstraction 
tests—Goldstein Block Designs, Weigl Form- 
color Sorting, Color Sorting and the Shipley 
test for abstraction. Records before and 
2fter lobotomy were obtained on 35 patients. 
Approximately 70 others were tested either 
before or after operation, the results of which 
tests help to validate the conclusions from 
the more complete examination. 

In the Rorschach tests the patients after 
lobotomy showed much more perseveration, 
more stereotypy, and less fantasy or creative 
imaginativeness. There is evidence of re- 
duced spontaneity and initiative. Despite à 
narrowing or constriction of the range of 


LOBOTOMY STUDIES AT BOSTON PSYCHOPATHIC HOSPITAL 


[Dec. 


reactions, there are indications of freer emo- 
tional expression and fewer restrictions on 
the patient's affect. These changes frequently 
interfere with judgment. 


The noteworthy findings on the various 
abstraction tests were these: Most patients 
exhibited slightly more concrete performance 
and poorer abstraction. Indecision and in- 
creased effort to perform the task were noted 
on the Goldstein series. Difficulty in shifting 
attitudes (a rigidity of mental set) was out- 
standing in the Weigl Form-Color Sorting 
test. Abstraction difficulties noted on the 
Shipley test were difficult to evaluate because 
the patients exerted little effort and re- 
sponded with practically no regard for the 
problems (“‘slap-happy attitude"). 

Three cases have been selected for ex- 
amples: 


(1) Mr. A, age 56, when first examined pre- 
lobotomy showed considerable preoccupation with 
obsessive trends, withdrawal from reality and no 
impairment of abstract performance. Immediately 
after operation his work on the abstraction material 
was unchanged (no impairment) but on the 
Rorschach he gave a completely stereotyped record, 
Three months later, there was some impairment in 
abstraction and the Rorschach again consisted of 
stereotyped responses. Nine months after the origi- 
nal operation and 2 months after a second opera- 
tion, the psychological picture was unchanged over 
the last examination. The final examination 24 
years after the original operation showed some im- 
provement in abstraction and less stereotypy on the 
Rorschach. | 

This case is remarkable because of delayed im- 
pairment of abstraction after the first operation, and 
eventual improvement in abstraction abilities, de- 
spite a second operation. 


(2) The second patient, Mr. B., age 31, whose 
pre-lobotomy record can be summarized as showing 
obsessional traits, sexual preoccupations, inferiority 
feelings and feelings of guilt, gave a completely 
different and somewhat alarming picture on his 
post-lobotomy test. There was considerable evidence 
of strong aggressive trends. In addition, the second 
record was filled with violence—Card I: “a cat 
about to do something vicious"; Card IV: "the 
body of a man burned up, it's lying on the pave- 
ment, there's no sheet pulled over it yet, it's all 
scorched." In response to the question, "How do 
you feel after your operation?" he said, "I feel 
better, I haven't gotten into any rows but I feel as 
though I might.” This case is a remarkable ex- 
ample of hostility released by lobotomy. 


(3) The third patient, Mr. S., age 39, before 
operation showed an essentially schizophrenic pic- 
ture with evidence of strong obsessive-compulsive 
trends. -Five months later no response was obtained 


1947 | 


on three cards (4, 9, 10) and the responses on the 
others were completely stereotyped. The abstraction 
tests showed slight impairment with the usual dis- 
regard for the problems on the Shigley test. This 
case presents a picture quite typical for the 
lobotomized schizophrenic individual—i.e., a paucity 
of responses, extreme stereotypy and perseveration, 
and slightly impaired abstraction. 


. B. A summary of physiological experi- 
ments designed primarily to test the changes 
in the autonomic nervous system resulting 
from prefrontal lobotomy follow: 

(1) The sympathetic nervous system was 
tested pharmacologically pre- and post- 
lobotomy by the intravenous injection of 0.5 
mg. of epinephrine (1:1,000). The eleva- 
tion of blood pressure following epinephrine 
injection was much greater in patients after 
lobotomy than before—the response was ap- 
proximately doubled. Pilomotor reactions 
and shivering were more frequently observed 
in patients after lobotomy than before. 

(2) The parasympathetic nervous system 
was tested by compression of the carotid si- 
nuses and by following the clinical electro- 
encephalographic and electrocardiographic 
effects. Slowing of the heart, and cardiac 
arrest were obtained more frequently and 
with greater facility after lobotomy than be- 
fore lobotomy. These manifestations indi- 
‘cate greater sensitivity of that part of the 
carotid sinus mechanism regulating the heart 
action—an effect which is mediated by way 
of the vagal branch of the parasympathetic 
system. 

With sustained compression of the carotid 
sinuses or of the common carotid arteries bi- 
laterally, it is possible to obtain tonic-clonic 
convulsive seizures of short duration in a 
high percentage of individuals. This effect 
we believe to be due largely to cerebral 
anemia from circulatory occlusion. The sei- 
zure is accompanied and introduced by an 
acute outburst of high voltage slow waves at 
3 per second in the EEG arising from all 
cortical areas. 

After lobotomy, we have observed an in- 
creased susceptibility to seizures (and the 
accompanying EEG changes) induced by 
compression of the carotids in almost all 
patients. 

The increased response of the heart to 
carotid sinus stimulation, and of the blood 
pressure to epinephrine injections which were 
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observed in patients after lobotomy indicates 
that this operation releases both divisions of 


the autonomic nervous system from a con- 


trolling influence, and that controlling or 
regulating function for the vegetative nerv- 
ous system is located in the frontal asso- 
ciation areas. 

The increased susceptibility to convulsions 
resulting from carotid occlusion suggests 
that post-lobotomy the brain is more sensi- 
tive to acute cerebral anemia. 

C. Blood Pressure Studies —Early in our 

experience with lobotomy, it was observed 
that following the operation, blood pressure 
was reduced and in several patients with 
hypertension the blood pressure fell to nor- 
mal levels for considerable periods. These 
observations stimulated an investigation 
which has now been in progress 10 months. 
These studies consist in (1) multiple blood 
pressure readings before and at intervals 
after operation in normotensive and hyper- 
tensive patients, and (2) observation of blood 
pressure and pulse rate in response to various 
stimuli. 
_ A slight but definite reduction in blooc 
pressure was observed in II normotensive 
individuals 15 to 30 days after operation. At 
the end of 3 months, the blood pressure 
values in all but one case returned approxi- 
mately one-half way to the pre-operative lev- 
els. At 6 months, the blood pressure values 
returned to the pre-operative levels. In the 
one case, at 3 months and again a: 6 months, 
the blood pressure was significantly higher 
than at any time previously observed by us. 
A history of hypertension several years previ- 
ously was obtained in this case. 

Eight patients with persistent hyperten- 
sion have been studied before and for 1 to 
s months after lobotomy. In all cases there 
was a significant fall in blood pressure in the 
first 2 to 4 weeks following operation. How- 
ever, 7 of the 8 cases have subsequently 
shown an elevation of blood pressure to at 
least the lower range of the pre-operative 
readings. 

During the periods of testing in. both 
groups of patients, factors such as coopera- 
tion, restlessness, irritability, apprehensive- 
ness, general muscular tension, were espe- 
cially noted and were essentially unchanged 
following the surgery. 
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The. blood pressure and pulse rate.in re- 
‘sponse to-the following stimulus situation are 
being studied in patients before and after. 
operation in both normotensive and eer 
Sive patients. 

(1) Immersion of hand in ice water. for 
one minute.. 


ma ig 
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BLOOD, 


PRESSURE 30 ^ 





$5 MOHTES 
AFTER 
LOBOTOMY 


15-30 DAYS 
APTER 
LOBOTOMY 


BEFORE 
LOBOTOMY 


Fic. 4.—Normotensive patient: effect of lobotomy 
on the systolic and diastolic blood pressure. 
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Fre. 5.—Hypertensive patient: effect of lobotomy 
on the systolic and diastolic blood pressure. — 


(2) Induction of deep pain by graded 
pressure on the tendo-achilles. | 

(3) Startle reaction by pistol shot. | 

(4). Carotid sinus massage. 

(5) Graded exercise. 

(6) Changes in posture. 
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‘At present, no definite and’ persistent 
changes in the blood pressure and pulse rate 
response to these stimuli have been observed, 
with the possible exception of the ice water 
tests. In these, the blood pressüre at 15 days 
post-operative rose with the ice water stimu- 
lus to the same absolute levels as before op- 
eration; in view of the lower basal blood 
pressure reading at the period, the percent 
change of the blood pressure was greater in 
the operated patients. 

Studies on more patients and longer pe- 
riods of observation will be essential to ar- 
rive at satisfactory conclusions of the effect 
of lobotomy. on autonomic control of blood 
pressure. 


CONCLUSION 


It is ‘clear that the results of prefrontal 
lobotomy are quite variable. Clinically a few 
cases are dramatically improved and may be 
restored to a healthy efficient life in the com- 
munity, a rather large number are partially 
improved or rendered more comfortable, and 
a good many are essentially unchanged. 
There is always a small but definite. risk to 
life, and there is always the possibility of 
producing new and undesirable symptoms. 
As yet, we are quite unclear as to the exact 
indications for the operation. However, we 
would venture the opinion that by selection 
of early and relatively well-integrated cases, 
we would get a better percentage result, We 
would go on record as saying: that lobotomy 
is a good method, perhaps the foremost 
method, for the treatment of the chronic 
mentally ill patient. 

The changes in the personality are very 


variable and complicated, and great caution 


should be exercised in interpreting psy- 
chological results. There is no question that 
prefrontal lobotomy offers a very rich field 
for research. 


DISCUSSION 


WALTER Freeman, M. D. (Washington, D. C.).— 
The results of the Boston Psychopathic Hospital 
are good but they could be improved by attention 
to three aspects which we have found of con- 
siderable importance. The first of these is the 
choice of the patient on the basis of the emotional 
tension still manifest. Take a wildly excited schizo- 
phrenic early in the course of his disease and the 
outcome will almost always be favorable, I was 
very much impressed with the high discharge rate 
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of the patients in this series that were operated on 

in the first year of hospitalization. i 
The second is the choice of the family. Prefer- 

ence should be given to patients whose families have 


not closed ranks and assigned their member to a. 


mental hospital, but who still show an interest in 
the postoperative rehabilitation. Given a helpful, 


cooperative family, a great deal can be done even’ 


in the most chronic cases of schizophrenia and of 
agitated depression. 

The third is the choice of the operation. With 
the refinement and precision introduced by Watts 
and myself, we believe that the "band of the opera- 


tion" which is set by the authors at 2 cm. should be. 


greatly narrowed. In fact before each operation 
Watts and I go over the situation and decide where 
to make the incisions with relation to the sphenoidal 
ridge. In severe chronic cases with deterioration, 
the incisions have to be made 6 to 10 mm. behind 
the plane of the sphenoidal ridge if results are to 
be achieved. On the other hand, in elderly patients 
this results in extreme inertia and, in better pre- 
served cases, in needless sacrifice of personality 
achievement. It is remarkable how little frontal 
lobe is required for a person to earn a living. The 
surgeon should call his shots before operation and 
should mark them with some opaque medium after- 
wards so that if he fails he will know where to 
make them again. Prefrontal lobotomy can be a 
precise and very exact operation. We do not con- 
sider the open operation meets these requirements. 
The limit of tolerance for deviation oi the incisions 
should be 2 mm. rather than 2 cm. 

During this convention I have spent much of 
the time when I should have been at meetings, 
calling up and interviewing our former patients 
irom the New York area. These amount to 50 in 
number with 1 operative fatality, 3 subsequent fa- 
talities and 7 cases too recent to estimate. Of the 
38 cases, r9 are usefully occupied and 8 are 
hospitalized. 

: It is very encouraging to see what a good job the 

workers at the Boston Psychopathic Hospital are 
doing. I am sure they will strive for even better 
results in the future and these will come when pa- 
tients are operated upon before deterioration has 
occurred, or rather before it has been masked by 
repeated courses of shock therapy. 


Lorgar B. Katinowsxy, M.D. (New York, 
N. Y.).—Those of us who work in this field and 
realize the difficulties of statistical evaluation of the 
essentially symptomatic effect of prefrontal lo- 
botomy, can only be highly impressed by this paper. 
. At the Neurological Institute in New York, Dr. 
Scarff and I are doing prefrontal lobotomy. The 
dangers of the operation seem to be negligible with 
the open technique as used by Dr. Poppen as well 
as at the Neurological Institute. The results will 
depend entirely on the proper selection of cases, 
and it is in this field that we still have to learn 
a lot. The most convincing results are obtained in 
severe psychoneurotics, but here we will all be 
reluctant to recommend the operation as long as 
there is still some hope for psychological methods. 
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In schizophrenics who represent by ‘far the. largest. 
percentage of cases treated with prefrontal lo- 
botomy, the main requirement will be adequate 
shock treatment prior to the operation. My own 
work in shock therapy guarantees that in our ma- 
terial the cases were limited to those where all 
possible shock treatments had failed. However, 
this conservative attitude does not mean that only 
hopelessly deteriorated cases should be operated 
on. Our experience shows just the opposite, 
namely that we should operate as soon as we can 
be sure that further shock treatments will be of 
no avail. Treatment of schizopkrenics still suf- 
fers from lack of planning. Patients receive a 
few shock treatments here and there, have some 
insulin therapy—frequently without ever reaching 
the coma stage—and all this at long intervals. In 
this way valuable time is lost, and when the rela- 
tives become desperate they cry for prefrontal 
lobotomy. It should become a rule thet as soon 
as the diagnosis schizophrenia has been made, a 
clear treatment plan should be outlined. The pa- 
tient should receive a full course of electric shock 
therapy or insulin, or both, or these two treatments 
should be combined. As soon as one treatment 
has failed: in spite of a sufficient number and in- 
tensity of treatments, the other treatment should 
follow. It is usually possible to recognize the 
failure of shock treatments in unfavorable cases in 
less than a year. There is no reason why pre- 
frontal lobotomy should not be considered at such 
time. In this way results of the operation will be 
considerably better, and residual- symptoms of 
intellectual and emotional deterioration will be 
much less than in patients who have been schizo- 
phrenic for 5 or IO years. 


Macnus C. PETERSEN, M.D. (Rochester. 
Minn.).—The statistics dealing with the results of 
prefrontal lobotomy are somewhat confusing. This 
is due first to a lack of uniformity in the criteria of 
selecting patients and secondly to variations in the 
surgical procedure, that is, the severity of cutting 
Since our earlier cases showed considerable inertiz 
and a tendency to a masking of the facies after the 
operation, we decided to cut less severely. In order 
to have a simple designation, Dr. Love of the Mayc 
Clinic graded the cutting from one to four according 
to the position of the section. 

During the past 44 years we have used the grade 
3 operation in most cases. Asa result the unpleasan- 
after-effects, such as inertia, untidiness, confusion, 
and lack of conformity to accepted social behavior, 
have been greatly mirimized. 

So far only 3 of 102 patients on whom the grade 
3 operation was performed have developed convul- 
sions as compared to 14% of those who had the 
grade 4 operation. As a whole the clinical -esults 
have been better with the less severe cutting. Fiftr 
percent of the state hospital patients have returned 
to their home communities. A number of those 
remaining hospitalized are improving. 

Four years ago I pointed out that clinical evi- 
dence indicated that the functions of the autonomic 
nervous system might be altered by the procedure, 
Thus we noted a flattening of the blood sugar curv2 


368 


after the operation. Since, we have found low blood 
sugar levels in 2 patients immediately after con- 
vulsions. In one the blood sugar was 33 mg. per 
c.c. when he was in a series of convulsions. The 
seizures stopped when dextrose was injected in- 
travenously. Recently one patient developed hyper- 
glycemia immediately after the operation. The war- 
time stress prevented us from making a systematic 
study of dextrose tolerance before and after the 
operation in a large number of cases. 
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In collaboration with the Mayo Clinic we are at 
the present time studying some of the autonomic 
functions before and after the operation. To us 
it seems possible that the psychic changes may be 


.due to alterations in the functions of the autonomic 


nervous system. It is gratifying to know that the 
thinking of others is pointed in the same direction. 
I hope the authors will report the results of their 
investigations of autonomic changes following the 
operation. 


THE SIGNIFICANCE OF ALPHA VARIANTS IN THE EEG, AND -. 
THEIR RELATIONSHIP TO AN EPILEPTIFORM SYNDROME* 
| J. E. GOODWIN, B. A. Sc. 


Banting and Best Department of Medical Research 
University of Toronto 


INTRODUCTION 


The clinical application of electroencephal- 
ography to psychiatry and neurology is beset 
with many difficulties. These are ascribable 
in part to the overlap that exists electro- 
encephalographically between normal and 
clinical populations. A small proportion of 
patients will display electrocortical abnor- 
malities so gross as to be practically path- 
ognomonic of certain conditions. In a much 
larger percentage of cases the EEG findings, 
when considered in conjunction with the 
clinical findings, are of considerable diag- 
nostic assistance. There is a third group, 
however, whose EEGs, while of questionable 
quality, are not sufficiently abnormal to 
warrant a classification other than “border- 
line normal.” 

In the epilepsies, the psychic equivalents 
have contributed heavily to the “borderline 
normal!" group. Investigators are by no 
means agreed as to what constitutes an EEG 
indication of a psychic variant. The fault is 
not entirely the electroencephalographer’s, 
since the clinician readily admits that he 
too is uncertain as to the nature and range 
of manifestations of this condition. As a re- 
sult there has been confusion, disagreement 
as to clinical terms, and even at times a 


1 Read zt the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y, 
May 19-23, 1947. 
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real doubt as to whether psychic equiva- 
lents actually exist except as bizarre mani- - 
festations of other types of epilepsy, or of 
hysteria. 

The reports of Gibbs, Gibbs and Lennox 
(1, 2), describing specific abnormai electri- 


. cal patterns that accompanied seizures which 


they termed psychomotor attacks, were 
genuine contributions to our knowledge. In 
common with most other workers, however, 
we were disappointed by the small number 
of these cases in which the EEG proved to 
be of diagnostic assistance. Few patients 
had attacks of this nature while connected 
to the EEG machine, and many whose his- 
tories were strongly suggestive of the con- 


‘dition exhibited cortical patterns indistin- 


guishable from those of normal subjects. 


' In a few cases well-defined square-topped 


cortical activity was recorded from patients 
whose clinical manifestations could be classi- 
fied most accurately as psychoneurotic or 
even psychotic. 

It was decided in 1940 to commence a 
long-term study of the so-called psycho- 
motor variants in the EEG, to collect and 
classify all available information on patients 
or others exhibiting these slow rhythms, and 
to attempt a correlation between the clinical 
and the electroencephalographic data so ob- 
tained. The present paper constitutes a pre- 
liminary report of the findings. 


TECHNIQUE 


All recordings were made on 4-channel 
machines with Grass ink-writing oscillo- 
graphs. Standard recording conditions have 
been maintained whenever possible, Various 
bipolar and “monopolar” runs were made 
routinely, using bilateral frontai, central, tem- 
poral, parieto-occipital, and ear lobe elec- 
trodes, and the patients were overbreathed 
for several minutes at the conclusion of the 
test. EEG changes occurring during hyper- 
ventilation were assessed conservatively and 
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in. the main did not contribute maternally to 
the ee reported. 


FINDINGS 
(1): Alpha Variants in the EEG. 


(a) In Normal S ubjects.—During the 


war EEGs were taken on many thousands 
-of young male subjects who had been ex- 


|. Ocoipital" 


Oscip ital 
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any significant features. Many were re- 
interviewed by psychiatrists or neurologists, 
and with one exception all denied that they 
were subject to attacks in any way resem- 
bling psychomotor states. 

Closer examination of the EEGs of these 
men showed that the square-topped waves 
were occurring at exactly half the rate of the 
concurrent alpha or “ro cycle" rhythm. In» 





Fic. r.—Examples of alpha variants in electroencephalograms of presumably normal subjects. 
“Monopolar” recording. 


A. Continuous output of slow variant. 
B. Paroxysmal bursts of slow variant. 
C. Long trains of fast variant. 


,amined medically and accepted by the 
R. C. A. F. The examinations included psy- 
chiatric studies. It can be assumed therefore 


that as a group these individuals represented ` 


^ an above-average sample of the general 

population, physically and psychiatrically. 
It was noted that in every thousand of 

these recordings that were examined, 1o to 


I5 showed electrocortical activities: indis- - 


tinguishable from those associated by. Gibbs 
‘and his colleagues with psychomotor . epi- 
lepsy. (Fig. 1). A study of available medi- 
cal documents of these men failed to disclose 


a few cases the ratio was 1 to 3, and ot 
rare occasions I to 4. The relationship wa: 
obscured somewhat by a tendency of th» 
alpha waves to decrease slightly in rate ii 
the presence of the variant, but alpha ac 
tivity very close to, or preferably simul 
taneous with, the slow disturbance, demon 
strated the quantitative relationship. In som: 
individuals the slow rhythm was more o 
less continuous (Fig. 1A); in others it wa 
definitely paroxysmal (Fig. 1B). 

In many recordings the slow square 
topped waves were accompanied by a charac 
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teristic fast frequency potential at approxi- 
mately 20 cycles per second, or exactly 
twice the rate of the alpha rhythm (Fig. 
IC). When a well defined burst of the latter 
discharge was recorded, its relationship to 
the alpha activity became apparent. The 
alpha waves were bifurcated by harmonic 
activity, and the absence of a “beat” or 
heterodyne phenomenon demonstrated the 
simple numerical relationship between the 
two frequencies. These 5 and 20 cycle per 
second potentials were termed “alpha vari- 
ants.” Typical examples of the slow and 
fast variants are shown in Fig. 2, enlarged 





Fic. 2—Enlarged samples of slow and fast alpha 
variants, showing relationships to alpha rhythm. 


to twice the normal size. Both samples were 
recorded from occipital lobes. The relation- 
ship to the alpha rhythm is evident. 

With a quantitative method of identifica- 
tion available, it soon became apparent that 
the alpha variants were of more frequent 
‘occurrence than had been realized. After 
some experimentation, it was found that the 
«appearance of two consecutive square-topped 
slow alpha variants could be recognized re- 
liably in an EEG. This was therefore 


chosen as the minimum significant amount. ` 


The presence of the fast alpha variant was 
much more difficult to establish, since meas- 
urement is less accurate at this higher 
frequency. The bifurcation of the alpha ac- 
tivity was finally selected as the most reliable 
guide. 

Using these criteria, the EEGs of 550 
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presumably normal individuals were chosen 
at random from a much larger number: 
and examined critically. The percentage of. 
recordings containing the alpha variants is 
shown in Table I. In all, the recordings of 
IO percent of these subjects contained 
traces or more of the alpha variants. - 

(b) In Patients with Psychic Équiva- 
lents.—Clinical examples of psychic variants 
sufficiently clear-cut to warrant a diagnosis 
of psychomotor epilepsy have not been com- 
mon in the past. Over a period of several 
years, however, a number have been seen, 
and have been examined electroencephal- 
ographically. On those rare occasions when 
actual attacks have been recorded; the cor-. 
tical patterns were similar to those described 


TABLE I 


INCIDENCE OF ALPHA VARIANTS IN VARIOUS 
POPULATIONS 


Percent showing traces. 
or more of alpha variants 


Population Slow Fast Slow+ Fast Total 
Selected normals... 6 I 3.  , .10 
(550) | l ; 
Psychoneurotics ... 34 6 5 - | 45 
.. (94) | 
Epileptics ......... 5I II II 73 
(133) 


Classified according to final diagnosis (prior to 1345). 


by. Gibbs, Gibbs and Lennox. It could be 
demonstrated by measurement that. the slow - 
square-topped waves recorded during the 
attacks, were chiefly sub-multiples of the ' 
concurrent alpha rhythm, as in the case of - 
the normal subjects. The 20-cycle or fast 
variant was also present in some cases. 

It is apparent that other e'ectrocortical 
changes can and do occur during psycho- 
motor attacks. Usually there 1s a marked in- 
crease in alpha amplitude, particularly in 
frontal lobes. The high voltage may be mo- 
mentary (Fig. 3A), or sustained for many . 
seconds (Fig. 3B). Sometimes there ap- 
pears to be a shift in alpha rate to a lower 
frequency (Fig. 3C), and the square-topped 
waves may be sub-harmonics of the new: 
rate. Occasionally several of these phenom- 
ena occur together, and may be further com- 
plicated by the appearance fora time of 
sinusoidal rather than square-topped waves 
(Fig. 3D). In the main, however, the sub- 
harmonic and harmonic relatioaship to the: 
dominant rhythm is maintained. 
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EEG recordings taken on these patients 
between attacks almost invariably show 
traces o: the slow and fast alpha variants. 
A very apprehensive individual may fail to 
manifest the activity on the initial recording, 
but a second attempt will usually be success- 
ful, The amount of one or both alpha vari- 
ants may vary widely, and does not appear 
to be closely related to the frequency of the 
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In approximately one-half of the cases diag- 
nosis was difficult on the basis of available in- 
formation. Insofar as the more obvious types 
of idiopathic epilepsy ' may not have been 
adequately represented in the series, it is 
possible that the value of 73 percent men- 
tioned is not a true indication of the inci- 
dence of the alpha variants in major epi- 
lepsy. Nevertheless, it is apparent that the 


Fic. 3.—Elements of psychomotor activity in EEG, illustrating changes that may occur, separately os 


in combination. 


patient’s spells. Examples of between-attack 
EEGs are shown in Fig. 4 (A and B). 

(c) In Patients with Major Attacks.— 
The EEGs of 133 patients with histories of 
grand mal attacks were examined. It was 
found that 73 percent of the recordings con- 
tained racognizable traces (or more) of the 
alpha variants. (Table I.) 

A car2ful survey of the history summaries 
of these cases suggests that they may not be 
wholly representative of epileptics as a class. 


(For details see text.) 


alpha variants can occur frequently in re- 
cordings from patients known to have 
grand mal attacks. 

(d) In Patients Diagnosed as Pode 
neurotics.—A similar survey was made of 
the EEGs of 94 patients who prior to 1945 
had been diagnosed as suffering from various 
types of psychoneurosis. Forty-five per- 
cent of the recordings contained alpha vari- 
ants to a greater or lesser degree, Break- 
down by type of variant is shown in Table I. 
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As in the case of the epileptics, the pos- 
sibility of preselection within this group can- 
not be ruled out. It was obvious that many 
cases presented problems in diagnosis, and 
frequently the EEG was requested to assess 
the possibility of some contributory etiology. 


(2) Correlations between EEG and Symp- 
tomatology 


Before referral for an EEG, each patient 
received at least preliminary examination in 
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suffered chiefly from complaints of a more 
sustained: nature. This difference was so 
marked that it was investigated with some 
care. Finally a classification of the episodiz 
complaints was evolved, and is shown in 
Table II. The incidence of the various symp- 
toms in (a) 43 cases with alpha variants in 
the EEG, and (b) 51 cases in which the 
variants could not be found, is given. It is 
seen that the episodic type of disorder is 
much more frequent in patients whose EEGs 
contained one or both alpha variants. 





Fic. 4.—Alpha variants recorded between attacks of psychic variant type. Simultaneous temporal 
area recordings omitted, as they showed no abnormality. 


A. History of “faints” for many years. One severe attack observed in psychiatrist’s office. 
B. History of headaches, "shaking spells" and episodes during which he seems uncanscious 
of his surroundings, and says things which he later does not remember. ` 


a general or psychiatric hospital, or in the 
office of a consultant. The history, and neu- 
rological and psychiatric findings, usually 
supplemented by subsequent observations 
and final diagnosis, were assembled for cor- 
relation purposes. Pertinent electroenceph- 
alographic and clinical data were coded on 
punch cards, permitting rapid classification 
of the various findings. 

(a) Early Findings in Psychoneurosis.— 
It was noted that most of the patients with 
alpha variants in the EEG were complaining 
of "spells" of various kinds, whereas those 
"whose recordings did not show the variants 


The symptomatology is discussed else- 
where by Proctor(3). It should be noted, 
however, that the complaints are not neces- 
sarily those described by the patient, bu: 
are based primarily on an interpretation o: 
the symptoms by the consultant. Thus a 
history of bouts of weeping, followed by 
feelings of unreality, would be classified as 
emotional instabihty plus impaired con- 
sciousness. A short episode in which the pa- 
tient is oblivious of his environment would 
be an example of loss of consciousness. 

While a few patients suffered irom only 
one of the complaints listed, a majority had 
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two or more. In all, 90 percent of those with 
alpha variants had symptoms as classified, 
whereas less than 25 percent of the variant- 
free patients could be htted into this symp- 
tomatology. 

(b) Epilepsy (Early Findings) —In 
Table IT is listed the incidence of the same 
complaints among the epileptic series. 
While the percentages were quite different 
from those found among the psychoneurotic 
group, a similar correlation between the 
symptomatology and the alpha variants 
could be demonstrated. 

(c) New Series.—Because of the incom- 
plete nature of the clinical data on many of 
the earlier cases, it was decided to compile 
a new series in which the symptomatology 
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shown in Table III. It will be seen that the 
incidence of cranialgia is much higher than 
in the earlier group. Emotional and vaso- 
motor instability and impaired consciousness 
are somewhat less, because of the inclusion 
of known epileptics in the series. Loss of 
consciousness occurs somewhat more fre- 
quently than before. 

Approximately two-thirds of these patients 
have not had attacks of major epilepsy, as 
far as could be determined. The remaining 
third have experienced one or more grand 
mal seizures. 

Fifty-seven patients (284%) complained 
of only one symptom in the list, the remain- 
der having two or more symptoms. Except 
for petit mal, which occurred chiefly in con- 


TABLE II 


INCIDENCE OF VARIOUS COMPLAINTS IN PSYCHONEUROTIC AND EPILEPTIC POPULATIONS 


94: cases of 133 cases of 
psychoneurosis epilepsy 
With alpha With alpha . 
] variants Variant-free variants Variant-free 
Complaint (43 cases), (51 cases), (97 cases), (36 cases), 
. percent percent percent percent 
Cranmalgld-sodsedu cy ever Es eise 16 2 N 5 0 
Emotional instability ....... —Ü 40 4 20 8 
Vasomotor instability ................ I2 4 3 o 
Impaired consciousness ............ e. 56 I4 30 * yr * 
Loss of consciousness.......... eese. 2I 7 35* 20 * 
Total with one or more of above...... 90 23 67 28 
* Known petit mal cases (as disclosed by EEG) excluded. 

could be compiled more thoroughly. A few TABLE III 


patients of the earlier series were included, 
it they were still available for further study 
or if their histories were unusually complete, 
but by far the greater number were new pa- 
tients referred for EEG examination. The 
series was closed when 200 suitable cases 
had been obtained. 

In selecting suitable clinical material for 
the series, the only type of major epilepsy 
excluded was Jacksonian (except for 4 cases 
that were retained because of certain unusual 
features of the attacks). The series consisted 
of individuals with alpha variants in the 
EEG-—but with no significant electrical 
signs of focal abnormality in cerebral cortex 
—whose neurological examinations were es- 
sentially negative, and have (with 2 excep- 
tions) rémained so. All were clinically ab- 
normal cases. 

Breakdown of the symptomatology is 


INCIDENCE OF VARIOUS COMPLAINTS IN 200 Pa- 
TIENTS WirH ALPHA VARIANTS IN EEG. 
(New Series) 


Percent of 
Complaint 200 cases 
Pavia Old interes aetates d erba tua 31 
Emotional instability ............... e... 23 
Other personality disorders............... 8 
Vasomotor instability ....... EE E T 9 
Impaired consciousness ............... e. 39 
Loss of consclousness.......... eee nee 40.5 
History of one or more epileptic attacks: 
Idiopatiieé G.M. 36656 pr RR ES ePEERUS 32.5 
Petit mal (in EEG) ..0c40:-sdessssnads 2.5 
Jacksonian—(including hysteroid Jack- 
Sonan) Losxivev Sex EE Ri 99 eR ERRARE 2 


junction with grand mal, almost every pos- 
sible pair of symptoms was represented. 
The combinations occurring most frequently 
were (a) cranialgia and periods of impaired 
consciousness (29. times), and (b) grand 
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mal attacks and loss of consciousness (28 
times). The latter finding is of interest, 
since in only 5 patients was spike and wave 
activity recorded in the EEG, either spon- 
taneously or as a result of five or more 
minutes of hyperventilation. 

The 200 patients were sepia 
equally distributed as to sex, 474 percent 
being males and 524 percent females. No 
significant difference in the type or frequency 
of the complaints could be demonstrated be- 
tween sexes. The mean age of the males was 
32.8 years; that of the females, 30.8 years. 
While this difference was not statisti- 
cally valid (P=.15) it was noted that the 
distribution curves of age were not the same 
for males and females. There was a dis- 
proportionately large group of females in 
the 15 to 20 year range, as compared with the 
males. 

Of the 200 cases examined electroenceph- 
alographicaly, 130 remained available for 
treatment and further study. The results of 
various medications are described in | the 
paper by Proctor(3). 


DISCUSSION 


Square-Topped Waves and Alpha Ac- 
tivity.—The quantitative relationship estab- 
lished between the slow square-topped waves 
of psychomotor epilepsy and the alpha 
rhythm aids materially in identifying the 
slow dysrhythmia. One can recognize the 
variant even when it is present in amounts 
that would normally not be considered sig- 
nificant. Similarly the fast variant, when 
identified by objective criteria, becomes a 
significant entity, to be differentiated from 
other fast discharges of the cerebral cortex. 

Other investigators have observed the 
harmonic and sub-harmonic alpha variants. 
Hallowell Davis, in 1942, stated that he had 
seen similar “half and double alpha” activity 
in tracings from individuals who appeared 
to be free of psychomotor symptoms (per- 
sonal communication). More recently, Fin- 
ley(4) has described fast frequency that is 
"dickrotic" or “ bicuspid” when superim- 
posed on the 1o per second cycles. Cohn(5) 
has reported an 18 to 22 cycle frequency in 
patients with hyperemotional states, with 
which were associated, among other com- 
plaints, headaches, dizziness and intervals of 


. ant in their electrocortical patterns. 
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unconsciousness. It will be recalled that 
Adrian and Matthews in 1934(6) produced 
the fast alpha variant experimentally in test 
subjects by means of photic stimulation pre- 
sented at twice the normal alpha rate. 

Many examples of the slow alpha variant 
are seen in the literature. When it is dis- 
played prominently as in the published 
works of Gibbs and his associates, it is iden- 
tified as a psychomotor variant. Frequently 
it occurs in much less pronounced form, and 
may go unrecognized. Traces of the activity 
can be discerned in many of the illustratians 
in the literature, especially those papers 
dealing with the EEG in epilepsy and in 
behavior disorders of various kinds. 

Gibbs, Wegner and Gibbs(7) have esti- 
mated that 0.5 percent of presumably normal 
individuals manifest the psychomotor veri- 
Our 
own investigations would indicate that this 
figure is too low. Even by rather gross 
criteria it can be found. in 1 to 2 percent of 
normal subjects. If the factorial relationship 
to the alpha rhythm is used as the critericn, 
and if the fast variant is included, an inci- 
dence of 10 percent can be demonstrated. 

It is interesting to speculate on the etiolcgy 
of the alpha variants. Davis, in a personal 
communication, has suggested that the slaw 
variant may be the result of missed or 
“dropped” alpha beats, and that the fast vari- 
ant may occur when adjacent areas of cere- 
bral cortex discharge alternately instead of 
in unison. The missed beat theory presents 
certain difficulties which will not be elabo- 
rated upon at this time, but the concept of 
an antiphonal alpha discharge resulting ir. a 
harmonic activity is an attractive one. Bi- 
polar recordings taken over occipital lobes 
will occasionally show apparent harmonic az- 


` tivity between two areas that are each gener- 


ating normal alpha rhythms. The differerce 
appears to be one of phase relationships. 
Range of Epilepsy.—The question of wkat 
constitutes a psychic equivalent, and its pos- 
sible relationship to epilepsy as a whole, have 
been matters of conjecture for many years. 
Gowers(8), for example, held that these 
states were in the borderland of epilepsy— 
near it, but not of it. Kinnear. Wilson(9) 
on the other hand preferred to regard t-e 
epileptic equivalents as belonging to trie 


376 


epilepsy. With the findings of Gibbs, Gibbs 
and Lennox(2) on so-called psychomotor 
epilepsy, and those of Jasper, Solomon ;and 
Bradley(10) on behavior problems in chil- 
dren, there has been a growing tendency to 
associate episodic disorders of behavior to a 
cerebral dysrhythmia, and this in turn to an 
epileptiform etiology. The observations of 
Pacella, Polatin and Nagler(11) serve to il- 
lustrate this trend. These investigators noted 
a high incidence of slow waves, chiefly after 
a two-minute period of overbreathing, in a 
. group of patients manifesting obsessive- 
compulsive states. The authors discussed 
the possibility that there might be a form of 
psychologic fit or “spasm” related to the psy- 
chomotor variants of epilepsy, and associated 
with obsessive-compulsive activity. 

In England the literature reflects the same 
trend of thought. Hill(12). investigating 
cerebral dysrhythmia in cases with aggres- 
sive behavior, concluded that there was.a 
kinship between what he described as the 
"dysrhythmic aggressive behavior" patient 
and the epileptic. Denis Williams(13) agreed 
with the probability of a common basic dis- 
order in such cases and in epilepsy, but 
warned against the indiscriminate use of the 
term "epileptic" if it is to retain any reason- 
able meaning in clinical medicine. 

In a recent short paper by Walter, Dovey 
and Shipton(14) the authors described cer- 


tain experiments that suggest that they are ` 


aware of a relationship between harmonic 
and sub-harmonic activity in the EEG, and 
epileptiform attacks. 

The findings of our own studies indicate 
that the psychic variants extend even further 
than was contemplated by Gibbs and his col- 
leagues when they suggested the term “‘psy- 
chomotor epilepsy," since it is apparent that 
patients in this group need not display motor 
manifestations during their attacks. It there- 
fore becomes increasingly necessary to devise 
an adequate terminology to describe these 
complaints, and to re-assess their relation- 
ship to clinical epilepsy. 

Alpha Variants and Their Relationship to 
Attacks.—Since a valid statistical ;relation- 
ship can be established between ‘the -alpha 
variants in the EEG and an epileptiform 
syndrome, it becomes expedient to examine 
the relationship :more closely. The cerebral 
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patterns recorded by Gibbs, Gibbs and 
Lennox during certain atypical attacks, as 
well as our own examples of psychic seizures, 
have convinced us that the vestigial alpha 
variants seen in the recordings of these pa- 
tients between attacks represent the same 
activity in larval form. Penfield(15) has 
suggested that psychical seizures may be of 
two types. In one variety the attack may be 
the result of an abnormal discharge within 
the cerebral cortex, which by stimulating 
certain areas causes altered states of con- 
sciousness, hallucinations or bouts of bi- 
zarre conduct. Penfield has produced dream 
states by direct stimulation of the temporal 
lobe at operation. It is interesting to note, 
however, that the patient recognizes the sen- 
sation as a dream, whereas in a spontaneous 
attack of a similar type he is unaware at the 
time that it is an illusory experience. One 
may conclude that local stimulation of tem- 
poral lobe is not sufficient to produce a typi- 
cal psychical attack, since it leaves the pa- 
tient's critical faculties unimpaired. 

It seems reasonable to assume that the 
extent to which the alpha variant spreads 
throughout the brain may determine the 
exact type of psychic attack. Thus a con- 
tinuous output of flat-topped waves from 
frontal lobes alone, which we have recorded | 
from a patient whose chief clinical manifes- 
tations were confusion and a degree of dis- 
orientation at the time of EEG recording, 
becomes understandable. In a recent case a 
bout of uncontrollable rage was preceded 
by a slightly slowed but abnormally high 
voltage alpha rhythm, coupled with square- 


topped waves, in the occipital regions only. 


This patient reported that prior to losing 
consciousness he had experienced a series 
of compelling visual hallucinations. We have 
recorded a small number of attacks in which, 
in addition to typical psychic manifestations, 
there were rhythmic twitchings of the limbs 
or face coinciding in frequency with the 
alpha rate or with that of the slow alpha 
variant. Some of these attacks were of more 
than one minute duration, and as was demon- 
strated by the movement artefacts in the 


EEG, the motor manifestations remained 


synchronized with the alpha or the variant. 
This suggests that the motor area too may 
become involved at times in the disturbance. 
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It may therefore be possible to regard the 
extremely varied clinical manifestations of 
the psychic equivalents as being dependent 
upon the areas of brain, cortical and sub- 
cortical, that are involved in the alpha vari- 
ant discharge, exactly as occurs in grand 
mal. Possibly in cases where the attacks 
follow each time a definite pattern, an im- 
portant factor may be hyperirritability of 
certain brain areas. . 

Penfield and his colleagues, if our under- 
standing of their views is correct, attribute 
attacks of this type to spike discharges within 
the brain. Jasper(16) has stated that the 
electropositive sharp portion of the square- 
topped wave may actually be an electronegá- 
tive spike potential emanating in temporal 


lobes, appearing in monopolar recordings as- 


a discharge picked up by the ear electrode, 
and consequently reversed in phase. This 
possibility has been examined. It was found 
that occasionally the alpha variants, and par- 
ticularly the slow variants, were prominent 
in temporal lobes. In most cases however 
they ranged widely throughout other areas 
of cortex, leaving temporal lobes largely un- 
affected. This was apparent in ‘bipolar’, as 
well as ‘monopolar’ recordings. Most of the 
patients showed no EEG evidence of tem- 
poral lobe localization of the type discussed 
by Jasper, or of sub-cortical abnormality as 
described by Lennox and Brody(17). It was 
concluded, therefore, that in general the 
alpha variants could be regarded as indicative 
of more diffuse brain dysfunction. 

Another point of difference between psy- 
chomotor variants and spike discharges was 
indicated by Gibbs and his colleagues many 
years ago(2). Phenobarbiturates are contra- 
indicated in psychomotor epilepsy, whereas 
they can be used in the control of disorders 
related to. spike potentials, This selective 
response to medication has been confirmed 
by Proctor(3). 

Penfield’s second type of psychical seizure 
is one in which there is release of the higher 
centres by an epileptic discharge or by a 
post-ictal paralysis of these centres, and a 
taking over at an automatic or “robot” level 
by the lower centres. The familiar post- 
epileptic automatism is a well known ex- 
ample of this variety of behavior disorder. 

In order to explain a psychical seizure on 


J. E. GOODWIN 


377 


the basis of a post-ictal state, the patient must 
have experienced an abnormal cortical dis- 
charge immediately prior to the attack. The 
writer’s failure to obtain significant pre- 
seizure discharges in any of the 200 cases 
under review, indicates that post-ictal states 
did not contribute materially to the clinical 
or electroencephalographic picture in this 
group. Furthermore, very few of the mani- 
festations could be truly described as auto- 
matisms. It is questionable therefore whether 
a prior abnormal cortical discharge, resulting 
in a release of lower centres, played a promi- 
nent part in the symptomatology of our 
series of cases. 

It would appear from our findings that in 
all probability a psychic variant is a direct 
response to a specific type of cerebral dis- 
charge as Gibbs, Gibbs and Lennox have 
postulated. The discharge is a complex one, 


involving either a dysfunction or an abnor- 


mality of the dominant cortical rhythm, in 
which the alphas may change slightly in 
fundamental rate, increase markedly in am- 
plitude, and even re-distribute themselves 
in a new manner over the cerebral cortex. 
In addition, it may (and usually does) alter 
to a slow, unsymmetrical sub-harmonic of 
the alpha rate, or to a rapid symmetrical har- 
monic at twice the alpha frequency. One or 
all of these changes may occur. There may 
even be sinusoidal slow wave activity at some 
phase of the attack. 

Specificity of the Alpha Varianis—It 1s 
obvious from the findings presented here that 
the alpha variants are not pathognomonic 
of psychic seizures, since ten percent of a 
selected normal population showed traces of 
these variants in the EEG. Even when the 
variants are present in what appear to be ab- 
normal amounts, it is not more than pre- 
sumptive evidence that there are accompany- 
ing clinical states. The objection of Jasper 
and Kershmen(18) that the “psychomotor 
variants" are not of marked diagnostic as- 
sistance, since they may ‘be present in the 
EEGs of patients whose clinical attacks are 
obviously of other types, is undoubtedly a 
valid one. The alpha variants can occür in 
patients whose only known seizures are grand 
mal in type. Nevertheless from the stand- 
point of controlling the attacks, whatever 
their exact nature may. be, the presence of 
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alpha variants, or in their more obvious forms 
the “psychomotor variants,” is of more than 
academic interest. As the accompanying pa- 


per by Proctor endeavours to show, the vari- 


ants, when evaluated in conjunction with a 


specific symptom complex, can be utilized in 


the diagnosis and treatment of certain condi- 
tions. This seems to be true whether or not 
grand mal epilepsy is present. As nearly as 
we can evaluate our findings at this stage, the 
variants link certain apparent neurotic traits 
to the epileptiform syndrome, and therefore 
become of-clinical interest. 

The presence of alpha variants in a pro- 
portion of a normal population remains un- 
explained. Possibly it ‘represents a pool 
from which, under “stress and strain,” are 
recruited the cases that later appear with 


clinical abnormalities. We do not yet know. 


SUMMARY AND CONCLUSIONS 


I. Evidence has been presented to show 
that the cerebral psychomotor patterns of 
Gibbs, Gibbs and Lennox are related to cer- 
tein variations of the ro-cycle or alpha 
rhythm of the brain, which have been termed 
alpha variants. The most common variants 
consist of a halving or doubling of the alpha 
rate. 

2. Even in cases of known psychomotor 
epilepsy the, amount of the alpha variants 
recorded in the EEG between attacks may 
vary widely both among and within indivi- 
duals, but practically all such patients show 
traces of the variants between seizures. _ 

3. There is a high incidence of alpha vari- 
ants in certain other conditions, notably psy- 
choneurosis and idiopathic epilepsy. Their 
presence in the so-called psychoneurotic 
group shows a high correlation with a symp- 
tom complex that includes cranialgia, epi- 
sodic changes in levels of consciousness, and 
emotional and vasomotor disturbances. 

4. A high incidence of alpha variants 
among patients with grand mal epilepsy has 
been noted. The alpha variants may be cor- 
. related in these cases with altered states of 
consciousness (which cannot be identified 
electroencephalographically with petit mal), 
or with neurotic traits superimposed on the 
major epilepsy. It is concluded that mixed 
epilepsy of a grand mal—psychic variant type 
is of frequent occurrence. 
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S. The alpha variants are not pathogno- 
monic of the epileptiform states. The sig- 
nificance of their appearance in the EEG 
without the accompanying symptom com- 
plex, as in the case of a small proportion of 
presumably normal individuals, has not yet 
been elucidated. 

6. The alpha variants are oí diagnostic 
assistance in cases where the neurological 
findings are essentially negative, and where 
the EEG is otherwise within broad normal 
limits, Under these circumstances, their 
presence in the EEGs of patients with vaso- 
motor instability (cranialgia, dizziness, etc.), 
emotional disturbances of an episodic nature, 
or changes in the state of consciousness, in- 
dicate that the condition may be related to 
an epileptiform syndrome, rather than to a 
purely psychosomatic etiology. 

7. The term psychomotor epilepsy is in- 
adequate to describe the entire range of psy- 
chic variants in the epileptiform syndrome, 
and in our opinion should either be replaced 
by a more descriptive term, or its use re- 
stricted to conditions in which motor mani- 
festations of a bizarre nature are present. 
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THE EFFECT OF VARIOUS MEDICATIONS ON PATIENTS 
MANIFESTING AN EPILEPTIFORM SYNDROME * 


LORNE D. PROCTOR, M.D., Toronto, Our. 


A variety of clinical abnormalities has 
been associated with the psychomotor vari- 
ant (slow wave variant in the electroen- 
cephalogram) of Gibbs et al.(1).: These 
epileptiform episodes, in which automatic or 
compulsive behaviour and/or altered states 
of consciousness are the more common mani- 
festations, have been termed by Gibbs “psy- 
chomotor attacks." They resemble closely 
Lennox and Cobb's(2) psychic variant or 
equivalent and here again the slow wave 
variant is the outstanding EEG abnormality. 
Penfield’s automatisms and psychical sei- 
zures are Clinically similar. 

We endeavour in this paper to describe a 
syndrome which incorporates the clinical 
findings in the above episodes as well as 
additional clinical features, all associated 
with the “psychomotor variant” in the EEG. 
The effect of various medications on patients 
showing this composite syndrome will be 
reported. 

In 1942 we commenced observing the 
EEG findings of apparent psychoneurotic 
patients complaining of periods of altered 
states of consciousness, e.g., trance-like 
states, feelings of unreality and finally so- 
called fainting spells. The EEG findings on 
this group showed an occasional half- and/or 
double alpha variant as described by Good- 
win(3). Because of this finding, anti-con- 
vulsive medication was considered and in 
view of the work of Merritt and Putnam 
(4, 5) with sodium diphenyl hydantoinate 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y, 
May 19-23, 1947. 
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(dilantin sodium) this drug was employed in 
our cases. Dilantin sodium has been found 
to be most efficacious in the treatment of 
psychomotor and grand mal epilepsy and of 
little value in the treatment of petit mal 
attacks. On placing these patients on dilan- 
tin sodium, the psychoneurotic features were 
definitely reduced. At this point, our inter- 
est was stimulated to go farther afield. Pa- 
tients showing emotional instability, head- 
aches and vasomotor upsets, particularly 
migraine, were subjected to EEG examina- 
tion. In this group also, alpha variants were 
found in the recordings. One hundred and 
thirty cases, showing psychoneurotic and 
other clinical features described above and 
exhibiting in the EEG traces or more of a 
variant of the alpha activity, were collected 
up to February 1947. This series was made 
up of patients from the indoor medical and 
out-patient neurological services of the 
Toronto Western Hospital, the indoor and 
out-patient departments of the Toronto Psy- 
chiatric Hospital, as well as private neuro- 
logical patients referred to the electroen- 
cephalographic department of either of the 
above hospitals. All patients in this series, 
on neurological examination, were essen- 
tially negative. The period of observation 
extended from approximately four months 
to four years. The patients ranged in age 
from 3 to 81 years—55% were females and 
45% males. 

A card was compiled, setting out in detail 
the symptomatology of the group (Fig. 1). 
In categorizing the complaints of the pa- 
tient it will be seen that various headings, 
and the descriptive terms, are not necessarily 
an actual verbatim report. Indeed the pa- 
tient's description may cloud the etiology, 
e.g, he may complain of staggering but can- 
not inform the examiner whether it is a 
dysfunction of the vestibular apparatus or an 
episode of impaired consciousness. There- 
fore a careful inquiry was made into all com- 
plaints before categorizing them. The head- 
ing ‘cranialgia’ is self-explanatory except 
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Name 22 dou 4X inanan "—— rU E AES M. F. Age......... eee 
EEG. No......... eese TUUS T MEC 
Cranialgia: Severe. Mild. Diffuse. Localized...... Pressure. Pain,  Frequency.................... 
Emotional Instability: Irritability. Rages. Fears. Panic States. Frequency .............. € 
Vasomotor Instability: Sweating. Tremors. Dizziness. Weakness. Frequency ............... ies 





Impaired Conseiousness: Auditory. Visual. Feelings of Unreality. 








T-ance States. Fugues. Compulsive Behaviour. Frequency ...... ET 
Loss of Consciousness (describe) ......... cece eee eee e sete nnn Must qu dela rU ua ate 
Twitching. Frequency ........... eee ess vs 


Other Personality Disorders (describe) . 





Enisodic. Continuous. Frequency ............ ER 
Epilepsy: Standard Types. 

Iciopathic. Grand Mal. Petit Mal. Jacksonian. Frequency ........... rS Dono 
Other Clinical Manifestations:........ ccce eee eee ehh nn TONER NEAR RA 
Diagnosis 

l 


E.E.G. Findings 


Medication and Progress 
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probably for the term 'pressure' which is to 
cover the frequent complaint of pressure 
from within or without the cranium. ‘Emo- 
tional and vasomotor. instability needs no 
explanation. Under “impaired consciousness’ 
we have grouped auditory and: visūal. hal- 
lucinations or illusions, The patient may 
complain of queer feelings, at times stating 
that things appear unreal. In the 'trance-like 
states’ it is not uncommon for the patient to 
explain that he can hear what goes on but 
cannot speak or move and occasionally he 1s 
unable to hear but merely observes his en- 
vironment without being able to contribute 
actively to it. ‘Compulsive behaviour’ can 
best be described by this example: a patient 
who had sufficient insight to appreciate that 
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this abnormality. Finally, the term ‘other 
clinical mamfestations was reserved for any 
clinical features that could not be categorized 
under the above headings. 

As the series increased, the association 
between typical epilepsy and the syndrome 
under investigation became increasingly ob- 
vious. This is shown in the 130 cases to be 


. described. Although chosen primarily be- 


cause of the presence of one or more of the 
tabulated complaints, it was found that ap- 
proximately 4 of the series suffered from 
typical epilepsy. Because of this relation- 
ship, we have termed the syndrome an epi- 
leptiform syndrome. 

The results on placing the 130 patients 
on various medications is set out in Table I. 


TABLE I 


RESULTS OF MEDICATION 


(186 treatment observations on 130 patients, including those showing grand mal or 
petit mal features) 


Markedly 

Medication improved 

Dilantitt sõdiüm :52 cnr erus 38 (70%) 
Dilantin sodium plus phenobarbital... 47 (72%) 
Phenobarbital 1.22) vai ERN I (3%) 
Dilantin sodium plus sodium amytal.. 3 (33%) 
Sodium amytal 455 2 posa tent us o (0%) 


she was not mentally well, telephoned her 
mother previous to doing some Christmas 
shopping. Her mother made light of her 
apprehension and the patient followed her 
mother's advice to complete her shopping. 
Visiting a store for this purpose, she felt 
compelled to steal trifling articles, fully 
aware that she was being followed by the 
store detective, but being unable to alter her 
behaviour. The term ‘loss of consciousness’ 
covers any duration of unconsciousness and 
the patient often describes it as fainting 
spells. It is useful to note the duration of 
such periods and to ascertain if the patient 
is immobile during this period of uncon- 
sciousness. In ‘other personality disorders’ 
which are episodic we have seen episodes of 
anxiety, psychomotor inertia, as well as 
frank psychotic periods. The heading ‘epz- 
lepsy was added when we found that a por- 
tion of the cases in our series suffered from 


% Markedly 

improved or 
Improved improved Unimproved Total 
II (20%) 90% 6 (10%) 55 
16 (25%) 97% 2 (3%) 65 
IO (29%) 32% 24 (68%) 35 
6 (67%) 100% o (0%) 9 
8 (36%) 36% 14 (64%) 22 
Total 186 


Markedly improved indicates that there is 
at most only an occasional disabling episode 
and this never producing unconsciousness. 
Improved indicates that the episodes are re- 


‘duced in number but not necessarily in de- 


gree. The table shows the responses of 130 
patients, but as numerous patients were 
moved from one therapeutic routine to an- 
other, 186 observations appear. The out- 
standing feature is that the groups receiving 
dilantin sodium alone or in combination, 
showed the greatest improvement. Using 
dilantin sodium alone, 49 of 55 cases, or 
9096, were markedly improved or improved. 
While this figure rose to 97% on adding 
phenobarbital, this increase is not statistically 
significant. Those placed on phenobarbital or 
sodium amytal alone, in the majority of 
cases, were unimproved; in fact only 1 case 
out of 35, or 3%, was markedly improved on 


‘phenobarbital. This confirms Gibbs et al.(6) 


1947 | 


who have reported the production of psy- 
chomotor attacks by the use of this drug. 
There was no marked improvement in 22 
cases placed on sodium amytal alone. In the 
case of dilantin sodium medication alone, 
there were 6 failures (10%). One case was 
intolerant to dilantin sodium, not allowing 
adequate dosage (the drug was discontinued 
after 3 weeks on 2 grs. dosage daily). The 
second case was subsequently found at oper- 
ation to have cortical gliosis in the fronto- 
parietal area. The third case became mar- 
kedly improved on adding to the dilantin 
sodium, sodium amytal grs. 1 t.i.d. to allay a 
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In Table. II the response on various medi- . 
cations of 85 patients of the previous Table. I 


- showing no evidence of grand mal or petit 


mal components, is recorded. The only sig- 
nificant difference in the results in Tables I 
and II is the decrease in benefit using pheno- 
barbital alone. In those cases of the epilepti- . 
form syndrome showing no grand mal or. 
petit mal components, not one case was 
markedly improved on phenoberbital. Those 
showing improvement of any degree on 
phenobarbital had fallen from 32% i 


Catt 


TABLE II 


RESULTS OF MEDICATION . 


(121 treatment observations on 85 patients, without grand mal or petit mal features) 


% Marked!y 

Markedly improved or 
Medication improved Improved improved Unimproved Total 
Dilantin sodium ............... nn 33 (68%) IO (21%) 89% 5 (11%) 48 
Dilantin sodium plus phenobarbital... 17 (65%) 7 (27%) 92% 2 (8%) 26 
Phenobarbital «viii E RET o (0%) 3 (1996) . 1996 I3 (81%) 16 
Dilantin sodium plus sodium amytal.. 3 (3396) 6 (67%) 100% o (0%) 9 
Sodium amytal aivzelrcsew P EPERCDEE o (0%) 8 (3696) 3696 14 (64%) 22 
Total rar 

TABLE III 


EFFECT or DISCONTINUING Soptum DipHENYL HypANTOINATE (Drant Sonrum) ` 


Method of No. of 
discontinuance Cases ` 
` Substituted placebos. ........ececueccevens 10 
Stopped drug for one or other reason, with- 
out substitution by other medication...... 10 
marked anxiety feature present. Trial of 


this patient on sodium amytal alone resulted 
in an obvious relapse with a complete re- 
covery on addition of dilantin sodium grs. 4 
q.i.d. The fourth failure was a patient who 
subsequently complained of a sensory epi- 
leptiform attack involving the left upper 
limb as well as severe bouts of vomiting. 
Her gastric test meal between attacks showed 
an extreme fasting gastric hyperacidity. The 
fifth case was a psychopath and his history 
of “dizzy spells" could not be confirmed—no 
one ever saw him during one of the alleged 
attacks. The final case did not, at any time, 
complain of genuine impaired consciousness 
or any other feature of the syndrome, but 
was included due to the complaint of “fuzzi- 
ness" which subsequently could not be ade- 
quately assessed. 


Effect of. u 
No. of clinical] resuming dilan- ^ 
relapses Percentage tin sodium — 
8 80 Recovery 100% : 
I0 100° ' Recovery 100%’ 


grand mal or petit mal components present).:. 
The anti-convulsant. properties of pheno- 
barbital probably account for this variation. 
Sodium amytal, a non anti-convulsant drug, | 
used alone did not bring about marked im- 
provement in a single case. Its effect was 


identical in both groups, namely 36% of 


cases were improved. 

In Table III the results of withdrawing 
dilantin sodium or substituting an identical 
placebo capsule are shown. Eighty percent: 
of the cases on placeto relapsed within 10° 
days and recovered within one week on re- 
suming dilantin sodium. One. hundred per- 
cent of the cases that for one reason or 


another stopped dilantin sodium, relapsed 


within two weeks and recovered on resuming 
this drug within one week. The majority of 
patients showed a prozressive improvement 
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as the dilantin dosage was increased and the 
phenobarbital or sodium amytal medication 
decreased. A number of the patients cate- 
gorized as improved are still under observa- 
tion for the purpose of determining the most 
appropriate dosage of dilantin sodium. Some 
of these may be transferred to the markedly 
improved group in the near future. 

The average effective dilantin sodium dos- 
age for the various complaints, exclusive of 
grand mal epilepsy, appeared to be approxi- 
mately 3 grains per day. The daily dose 
varied from approximately 14 to 9 grains. 
The average effective dilantin-phenobarbital 
dosage for the cases showing grand mal com- 
ponents was found to be 3.0 grains of dilan- 
tin sodium. with 1.5 grains of phenobarbital, 
a ratio of 2 to 1. The dilantin sodium dose 
varied from 2 to 6 grains daily and the 
phenobarbital dose from 4 to 44 grains daily. 

The following are example cases from our 
series showing the epileptiform syndrome. 


The first was a middle aged woman who had 
been seen by a number of physicians and very 
thoroughly investigated in one of our general hos- 
pitals, for a bizarre complaint consisting of olfac- 
tory hallucinations. She insisted that there was a 
smell of decaying vegetables or other nauseating 
odours to the point of producing vomiting. Neuro- 
logical examination was completely negative, in 
fact the physical examination showed no significant 
abnormality. An air encephalogram was negative 
and spinal fluid examination was also negative. 
It was felt by one of the physicians who examined 
her that she was suffering from hysteria. At the 
time the patient came under our care, she was 
acutely dehydrated and suffered occasional periods 
of unconsciousness which she termed “fainting 
spells.” Because of this complaint an EEG was 
done and showed an obvious psychomotor variant. 
The patient was placed on adequate dilantin sodium 
medication and made a complete recovery over a 
period of approximately three weeks. She was 


referred to the out-patient department of the- 


Toronto Western Hospital and it is interesting to 
note that she discontinued her medication, explain- 
ing that she did not think it was necessary to carry 
out the routine as it was “a new-fangled idea of a 
young doctor.” Within a week she had relapsed so 
that her uncinoid fits recurred and she very meekly 
reported to the out-patient department. She has 
continued her medication religiously without re- 
turn of the uncinoid features but manifesting a mild 
psychoneurosis not uncommonly seen in obviously 
insecure spinsters. We fully appreciate that a 
temporal lobe lesion has not been completely ruled 
out in this patient and she is being closely followed 
in our out-patient neurological department. 

The next patient was a young woman who had 
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suffered from migraine from the age of seven, a 
period of seventeen years. There were the usual 
prodromal signs and the headache, once established, 
seldom disappeared in less than 24 hours. It was 
so disabling, invariably producing vomiting, that it 
required spending at least two, or often three or 
four days a week in bed. It was a continual fight 
between attacks to re-establish adequately the fluid 
balance of the body. In this case the history of 
feeling faint at times suggested an EEG investiga- 
tion. To our surprise an alpha variant was present. 
We had come along far enough in the observa- 
tions on this series to appreciate the need of ob- 
serving the cases showing this EEG abnormality 
on other than dilantin therapy from the beginning. 
The patient was brought to hospital at the start 
of one of her migraine attacks and placed on 
sodium amytal, grains 3 t.i.d., p.c. and h.s. without 
any significant improvement, this attack terminat- 
ing spontaneously in two or three days. The pa- 
tient was continued on sodium amytal but the 
headaches recurred as usual. Dilantin therapy was 
substituted for sodium amytal and over a period 
of three weeks the patient experienced what to her 
was a remarkable improvement, and at the end of 
six weeks her migraine attacks had disappeared, 
being replaced by an occasional trance-like state 
which existed for a “few minutes" Her dilantin 
dosage was increased and for the past six months 
she has had no disabling cranialgia and there has 


not been a single bout of vomiting. 


The next and final case was that of a young man 
who had been very active in radar work in the 
army and on returning to civilian activity com- 
plained of being anxious and fatigued, a complaint 
that suggests on the surface a psychoneurotic syn- 
drome. On further interrogation, the patient made 
the interesting statement that at times he felt 
"queer," being unable to appreciate fully conversa- 
tion that was going on about him and not being 
able to carry out a simple planned routine. This 
state would last for ten minutes or so and after- 
wards he would feel quite fatigued. It was because 
of this last feature of the history that an EEG was 
done and again an obvious psychomotor variant 
was seen. As in the previous case, we were. very 
anxious to see his response to sodium amytal be- 
cause of the anxiety features, and there was only 
a slight improvement brought about by this medi- 
cation. To avoid as much as possible the suggestion 
factor, the patient was told that he was to be 
changed from his medication (sodium amytal) to 
another medication that probably would not be as 
beneficial but in the interests of medical science 
we pleaded that he would agree to this plan. This 
he did and to his surprise found that the trance- 
like states disappeared and his anxiety and fatigue 
markedly improved. He has remained in such an 
improved state for the past seven months. 


Discussion 


On reviewing our series, it becomes obvi- 
ous that our epileptiform syndrome can ex- 
tend from cranialgia, sweating, tremors, diz- 
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ziness, or weakness, episodic emotional up- 
sets, slight changes in consciousness, to the 
more acute stages of impaired consciousness 
, in which we have hallucinations, feelings of 
unreality, trance-like states, fugues and 
finally automatic or compulsive behaviour or 
complete loss of consciousness. In several 
of our cases, showing the above syndrome, 
we have observed poorly localized twitchings 
and can conceive of this abnormality pro- 
gressing to the point of a typical grand mal 
convulsion. Such a progression is seen fre- 
quently during insulin shock therapy and 
begins with purposeless twitchings. In a 
similar manner, episodic emotional insta- 
bility can progress to the point of a psychotic 
disorder and a state simulating a true manic 
reaction appear. In this panorama it is quite 
impossible to define clinically where any one 
type of epilepsy begins and ends or when it 
is combined with the other epilepsies. In our 
opinion, we must change our conception of 
epilepsy from the cut and dried differentia- 
tion of the three major types and consider 
the real possibility that the clinical features 
merely show the predominant manifestations 
of the disorder. The EEG must be relied 
upon for the more accurate assessment of 
the epileptic components. 

Gower(7) in 1907 speaks of the border- 
land of epilepsy in which “faints”, vagal and 
vaso-vagal attacks, vertigo, migraine and 
“some sleep symptoms” (night terrors, half- 
waking, narcolepsy etc.) are likened to epi- 
lepsy. He states they are like it but not of it. 
Both Gower(7) and Wilson(8) classified 
all types of “convulsions,” other than grand 
and petit mal, as epileptic equivalents. 
Pugh(g) suggested—"'Epileptic equivalents 
are expressions of convulsive disorders char- 
acterized by bizarre motor activity, sensory 
hallucinations and illusions or acute mani- 
festations involving the autonomic nervous 
system. There is associated amnesia for the 
entire episode but no loss of consciousness 
nor the usual stigmata of a convulsive at- 
tack.” The bizarre motor activity in 11 of 


his 18 cases in this series, took the form of: 


destructive attacks on property or person, 
i.e. abnormal behaviour episodes. Thirty- 
. three of 42 cases of epileptic equivalents 
showed an abnormal EEG, 16% showed 6 
per second flat-topped waves. Putnam and 
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Merritt(ro) in 1941 discussed.a group of 
cases of "epilepsy" in which periods of dull- 
ness, mental retardation, apathy and mild 
confusion occurred, in addition to defiri-e 
attacks of typical grand mal, petit mal erd 
so-called psychomctor types. Slow square- 
topped waves were a common occurrence :n 
the EEGs. 

Penfield(11) is able to produce dream or 
trance-like states by stimulation of the tem- 
poral lobes without the patient completely 
losing consciousness. Penfield terms these 
or similar seizures “psychical.” 

Lennox(12) has pointed out the generic 
relationship of epilepsy and migraine and 
here again it appears like it brt not of it. 
Walker(13) discusses behaviour pro>lems in 
children and reports that in 9 cases showing’ 
accompanying cerebral dysrhythmia (not 
clearly described as to type) improvement 
resulted from the use of dilantin sodium. 

Thus a number of the symptoms in our 
epileptiform syndrome have heen related 
previously to epilepsy and some of the more 
recent investigators even remarked on the 
common finding of slow square-topped wave 
formation in the EEGs of their cases. By 
using a variant in the EEG as a common 
denominator, we have been able to inclide 
all of the above unusual clinica. features in 
our epileptiform syndrome, along with the 
more typical clinical abnormalities generally 
recognized as psychomotor attacks, psychic 
variants or equivalents, or psychical seizure. 

There is a multitude of references in tae 
literature extolling the many virtues of 
dilantin sodium. It has proven its value in - 
the control of typical psychomotor and grand 
mal epilepsy. An article by Shapera(14) re- 
ports a significant clinical improvement in 
two cases of acute migraine on this therapy, 
a finding we have confirmed. It has even 
been reported as relieving such diverse clini- 
cal conditions as bronchial asthma and ab- 
dominal pain. One feels on first noting the 
wide variety of clinical pictures which are 
reportedly benefited by this drug, a definite 
skepticism of the real value oi this thera- 
peutic agent. However, we have describec a 
similar diversity of symptoms contribuczing 
to a syndrome wh:ch is improved selectively 
by the use of this medication. Such a finciag 
has significantly reduced our skepticism. 
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In one-third of our series the epileptiform 
syndrome included typical epilepsy. Fur- 
thermore, 5 cases without recognizable epi- 
lepsy at the commencement of treatment, 
subsequently developed grand mal or periods 
of unconsciousness while under observation. 


These findings, combined with the common. 


selective response to sodium diphenyl hydan- 
toinate, and the common EEG abnormalities 
described by Goodwin(3), lead us to the be- 
lief that epilepsy has a much wider variety 
of clinical manifestations than has been 
hitherto recognized. 

The concept of psychomotor epilepsy out- 
lined by Gibbs ef al.(1) connotes a motor 
component. In our epileptiform syndrome 
such manifestations may or may not occur. 
Psychomotor thus is too restrictive a term 
for this syndrome. We are at present unable 
to suggest a more descriptive term than “epi- 
leptiform syndrome." 

As in typical epilepsy the syndrome ap- 
pears to be a manifestation of a cortical 
dysrhythmia and in our series has been pre- 
dominantly of the idiopathic type. This 


idiopathic group will no doubt diminish as ` 


research uncovers organic abnormalities in 
the brain which we cannot at present discern. 


It is conceivable, for example, that localiza- - 


tion of metabolic disorders in brain tissue, 
' however slight, might furnish foci for 
electro-cortical or sub-cortical dysfunction 
with its attendant clinical manifestations. 
The synergistic action of sodium diphenyl 
hvdantoinate and phenobarbital observed by 


us in the treatment of combined epilepsy is . 


a confirmation of the finding of Cohen et al. 
(15) in 1940. This synergistic action was 
not found except when grand mal com- 
ponents were present. 


CONCLUSION 


One hundred and thirty cases presenting a 
syndrome including cranialgia, emotional in- 
stability, vasomotor instability, impaired con- 
sciousness, loss of consciousness, personality 
disorders and epilepsy, have been found to 


have a common EEG component, namely | 
half and double alpha variants. Ninety-five - 


percent of the cases had impaired states of 
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consciousness and a significant proportion 
grand mal epileptic features. The series has 
shown a selective response to trials on sev- 
eral medications, improvement occurring in 
9096 of patients placed on dilantin sodium. 
Phenobarbital or sodium amytal were of 
little benefit. It is suggested this syndrome is 
more inclusive than those conditions vari- 
ously described as psychomotor attacks, psy- 
chic variants or equivalents, or psychical sei- 
zures, and warrants the term epileptiform 
syndrome. The syndrome enlarges our con- 
ception of the limits of epilepsy. 
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FIVE YEARS AFTER SHOCK THERAPY 
A PRELIMINARY Report * 
EDWARD N. HINKO, M.D.,? anp LOUIS S. LIPSCHUTZ, M. D.? 
Eloise, Mich. 


Considerable literature has accumulated 
on the subject of shock therapy but there are 
many questions that remain unanswered. 
We are attempting a critical evaluation of 
the shock therapies, that is, the insulin coma 
method, the metrazol convulsion method, and 
the electroshock method, with the hope of 
providing answers to some of the following 
questions: 

I. Does a follow-up study of 5 years after 
insulin shock therapy indicate that it was 
only a special method of treatment and now 
not worth pursuing further, or do the re- 
sults after five years justify its continued use 
in the various forms of schizophrenia? 

,2. How do the results of shock treatment 
compare with spontaneous recoveries in an 
, adequate untreated control group? 

3. How does metrazol compare with in- 
- sulin as a therapeutic agent in schizophrenia? 

4. Is the growing popularity and prefer- 
ence of electroshock based on its relative 
simplicity of application, or do the results 
and follow-up studies indicate that it is the 
most efficient? - 

5. What type of shock therapy is the most 
efficient for the various psychiatric disorders ? 

6. How do the relapses following shock 
therapy compare with relapses in an un- 
treated control group, and are relapses ex- 
ceptions or are they frequently to be ex- 
pected following shock therapy? 

This report embodies a statistical review 
of the results of shock treatment, their com- 
parison with spontaneous recoveries in a con- 
trol group and the results of our follow-up 
study to date. This series comprises a total 
of 457 patients treated with insulin, metrazol 


1¥From the Wayne County General Hospital, 
Eloise, Michigan. | 
‘The authors wish to express their appreciation to 
Miss Kathryn Eber, psychiatric social worker in 
the Wayne County General Hospital, for her as- 
sistance in securing the data for the follow-up study. 
2 Senior Psychiatrist. 
— 8 Clinical Director. 


and electroshock in the period from Sep- 
tember 1937 through July 1941. There were 
85 males and 106 females treated with in- 
sulin; r31 males and 1i1 females treated 
with metrazol, and 24 females treated with 
electroshock, making a total of I¢1 treated 
with insulin; 242 treated with metrazol; and 
24 treated with electroshock. Forty-Ave 
patients were not included in this series be- 
cause complications necessitated interruption 
of treatment. There have been no fatalies. 

In evaluating results of treatment, 2nly 
patients improved sufficiently to leave the 
hospital on parole were considered. For 
controls, we endeavored to match the treated 
patients with regard to age, sex and ciag- 
nosis, with patients admitted to the hoszital 
during the years 1935 and 1936. The ma- 
jority of patients admitted during the treat- 
ment years received some type of shock ther- 
apy ; most of those not treated were fourd to 
be physically disqualified for shock the-zpy. 
Our untreated or control group compxised 
289 patients ; 170 males and 119 females. Of 


-this group 103 or 35.6976 were paroled. 


Insulin treated: 191 patients with roz2 or 
53.4% paroled. 

Metrazol treated: 242 patients with c1 or 
37.6% peroled. 

Electroshock treated: 24 patients wiin II 
or 45.8% paroled. 

Total paroled: 204 or 44.6% as compzred 
with 35.6% in the untreated control g-oup. 


By Diagnostic Groups: 
Schizophrenia 


Insulin shock treated : 

Schizophrenia, catatonic type: 62 pa- 
tients; 39 or 65% paroled. 

Schizophrenia, paranoid type; 5: pa- 
tients; 32 or 61.5% paroled. 

Schizophrenia, hebeplirenic type: 11 
patients; 1 or 9% paroled. 

All other types of schizophrenia: 61 
patients ; 24 or 39.3% paroled: 
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Metrazol treated group: 
Schizophrenia, catatonic type; 69 pa- 
tents; 25 or 36.2% paroled. 
» Schizophrenia, paranoid type; 46 pa- 
tients; 18 or 39% paroled. 
Schizophrenia, hebephrenic type; 25 
patients; 5 or 20% paroled. 
All other types of schozophrenia; 62 
patients; 20 or 32.2% paroled. 


Control group: 

Schizophrenia, catatonic type; 71 pa- 
tients; 32 or 45% paroled. 

schizophrenia, paranoid type; 73 pa- 
tients; I2 or 16.4% paroled. 

Schizophrenia, hebephrenic type; 47 
patients; II or 23.4% paroled. 

All other types of schizophrenia: 
58 patients; 25 or 43.196 paroled. 


Mamc-depressive psychosis | 

Metrazol treated: 19 patients; 9 or 
47.396 paroled. 

Control] group: 20 patients; 


55% paroled. 


II Or 


Involutional melancholia 


Metrazol treated: 
69.2% paroled. 

Control group: 
72.2% paroled. 

Electroshock treated: 2 patients with 
a diagnosis of agitated depression, 
both paroled. 1 with a diagnosis 
oi involutional melancholia was 
paroled. 


I3 patients; 9 or 


II patients; 8 or 


The results show that the insulin coma 
method is more effective than convulsive 
therapy in schizophrenia, particularly in the 
catatonic and paranoid types and substanti- 
‘ates the reports by Ross,* et al., of the New 
York State Hospital system. 

In 1939 ® we emphasized that psychologi- 
cal factors are of considerable importance 
throughout treatment. The general thera- 
peutic setting in the insulin coma method 
is more intensive and may be responsible for 


* Ross, Jno. R.: The pharmacological shock 
treatment of schizophrenia. Am. J. Psychiat., 95: 
769-779, 1939. 

5 Lipschutz, L. S, et al.: Evaluation of Thera- 
peutic Factors in Pharmacologic Shock. Am. J. 
Psychiat., 96: 347-360, 1939. 
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establishing a transference more readily than 
the less intensive convulsion methods. 


By Age Groups: 


Insulin treated: 
Under 25 years of age: 75 patients ; 4I 
or 54.6% paroled. 
25 to 34 years of age: 109 patients; 47 
or 43.1% paroled. 
35 and over: 28 patients; 16 or 57.196 
paroled. 


Metrazol treated: 
Under 25 years of age: 72 patients; 45 
or 48.6% paroled. 
25 to 34 years of age: 108 patients; 38 
or 35.1% paroled. 
35 and over: 68 patients treated; 30 or 


44.1% paroled. 


Control group: 
' Under 25 years of age: 67 patients; 28 
or 41.7% paroled. 
25 to 34 years of age: 113 patients; 45 
or 39.8% paroled. 
35 and over: 109 patients; 24 or 22% 
paroled. 


The parole rate of treated patients was 
found to be 9% higher than the parole rate 
of the untreated group. This, however, is 
not a true over-all picture of the treated 
group. In analyzing our data we found that 
the untreated patient spent an average of 
20.4 months in the hospital before parole. 
The average for treated patients was 13 
months despite the fact that a number of 
these patients were in the hospital for 8 and 
9 years before treatment. Of the 204 treated 
patients who were paroled, 154 received treat- 
ment within one year after admission. The 
average period of hospitalization for this 
group was 6.5 months as compared to 20.4 
months for the untreated control group. In 
the control group 47 patients were paroled 
within one year after admission. This re- 
sults in a parole rate of 16.2% as compared 
to 56.6% for the group treated and paroled 
within one year after admission to the hospi- 
tal. Treatment of this group resulted in the 
saving of 13.9 months of hospitalization per 


‘patient. This is a matter of considerable im- 


portance particularly from an administrative 
point of view, since this saving in time 
projected for a group of 100 patients would 
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equal 42,270 patient days; the equivalent of 
adding 118 beds to the institution’s ca- 
pacity. 

Although this follow-up study, started in 
August 1946, includes patients who were 
treated not less than 5 years ago, it should 
be pointed out that for a number of the 
treated patients the follow-up study is as 
long as 8$ years. For the control group the 
maximum period of follow-up is 10 years. 

Our preliminary review of patients paroled 
reveals that 39 or 37.8% of the control group 
relapsed. In the treated group riri of the 
204 or 54.496 relapsed. 


According to type of treatment: 


Insulin: 64 or 62.7% relapsed. 
Metrazol: 43 or 47.2% relapsed. 
Electroshock: 4 or 36.3% relapsed. 


Reparoled: 


Control group: 15 or 38.4% reparoled. 
Treated group: 34 or 30.6% reparoled. 
Insulin treated: 18 or 28.1% reparoled. 
Metrazol treated: 15 or 34.8% re- 
paroled. 
Electroshock treated: 1 or 25% re- 
paroled. 


Out of the hospital at time of study: 


Control group: 79 or 23.896. 
Treated group: 127 or 27.8%. 
Insulin treated: 56 or 29.3%. 
Metrazol treated: 63 or 26%. 
Electroshock treated: 8 or 33.3%. 


Despite the relatively large number of re- 
lapses, the insulin treated group still shows 
a higher percentage of patients out of the 
hospital than either the metrazol treated or 
control group. The over-all percentage of 
patients out of the hospital at time of study 
was 4% higher for the treated than for the 
control group. 


E. N. HINKO AND L. S. LIPSCHUTZ 


389 


In this follow-up study we are concerned 
mainly with the following questions: What 
was the status of the patients who were 
at home at the time of study as to self- 
support, family and social relations, and 
how do the treated patients compare in this 
respect with tae untreated control group? In 
order to obtain as accurate an interpretation 
as possible of the findings 1t was decided to 
make a study of the patients’ adjustment 
prior to illness. This study included such 
data as mental history, educational, occupa- 
tional, social and familial adjustment, general 
make-up and attitudes. Similar information 
was gathered for the period from parole to 
date of study. In addition, an attempt was 
made to obtain the reactions oi the patient 
and family to the hospital and to the treat- 
ment received. Preliminary reports of our 
follow-up study of patients who were on 
parole as of August I, 1946, indicate that 13 
treated patients are making an adequate oc- 
cupational, social and familial adjustment. 
One patient is dead and one patient is under 
the care of a private psychiatrist. Four pa- 
tients from the control group are at present 
hospitalized ior recurrences of their psy- 
choses. Three are making an adjustment out- 
side of the hospital. 

This statistical study 5 years after shock 
treatment justifies the following conclusions: 

I. A higher percentage (9%) of remis- 
sions may be expected following shock ther- 
apy than when remission is permitted to oc- 
cur spontaneously. 

2. The percentage of patients on parole 
after 5 years is slightly higher (4%) for the 
treated than for the control group. 

3. This study indicates that the insulin 
coma method is more effectual than convul- 
sive therapy in schizophrenia, particularly in 
the catatonic and paranoid types. 

4. The growing popularity and preference 
of electroshock in the treatment of schizo- 
phrenia is apparently based on its relative 


STATISTICAL SUMMARY 


Average 
On parole period of 
No. of at time of hospitali- 
patients Paroled Relapsed Re-Paroled study zation 
Control group ..... 289 103 (35.6%) 39 (37.8%) IS (38.4%) 79 (23.8%) 20.4 mos. 
Treated group .... 457 204 (44.6%) 411 (54.4%) 34 (30.6%) 127 (27.8%) 
Tesülin 2x 25 IQI 102 (53.4%) 64 (62.7%) 18 (281%) 56 (20.3%) 13 mos 
Metrazol ........ 242 Or (37.6%) 43 (47.2%) I5 (34.8%) 63 (2696) ` 
Electro-shock ... 24 II (45.8%) 4 (36.3%) I (25%) 8 (33.3%) 
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simplicity of application and lower incidence 
of complications rather than any actually 
established therapeutic superiority to other 
methods. In the treatment of the affective 
psychoses and the depressions it was found 
to be more effective than either insulin or 
metrazol. 

5. Relapses following shock therapy are 


not exceptions and may be expected to occur . 


at least as frequently as in untreated patients. 
6. Preliminary fcllow-up reports on a 
relatively small number of patients indicate 
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that the treated patients have made a more 
stable adjustment out of the hospital than the 
untreated patients of the control group. 

7. When treatment is given during the 
first year of hospital residence, a saving of 
422 hospital days per patient is obtained, 


and remission permitting parole will occur 


in one-third the time required for spon- 
taneous remission. The practical implica- 
tions are obvious; calculated for units of 
IOO treatable patients the bed capacity for 
this type of patient is more than doubled. 


ELECTROENCEPHALOGRAPHIC STUDIES IN IDIOPATHIC EPILEPSY, 
IDIOPATHIC SYNCOPE AND RELATED DISORDERS 
IN A U. S. NAVAL HOSPITAL * 


RALPH ROSSEN, LisurENANT Commanper (M. C.) U.S. N. R2 


Part I. PHYSIOLOGICAL AND PsvcHOLOGI- 
CAL MECHANISMS OF SYNCOPE 


PURPOSE AND INTRODUCTORY REMARKS 


An attempt has been made in the follow- 
ing analysis to evaluate certain clinical and 
fundamental data which might aid in the 
differential diagnosis of an idiopathic con- 
vulsive episode and the unexplained synco- 
pal attacks which are so frequently seen in 
various psychoneurotic complexes and in 
personality disorders. In order to accom- 
plish this, careful electroencephalographic ex- 
amination was combined with intense clinical 
study especially in a group of cases whose 
cardinal symptoms were those of syncope. 

To differentiate the first idiopathic convul- 
sive seizure of a mild nature and a severe 
syncopal episode with "twitchings" of the 
musculature in a young adult is in many in- 
stances a baffling problem. Further difficul- 
ties arise when the differential diagnosis be- 
tween pyknoleptic and akinetic types of 
petit mal epilepsy and an unexplained “‘faint- 
ing attack” is attempted especially when the 
individual is under 20 years of age. 


POSSIBLE PHYSIOLOGICAL AND PSYCHO- 
LOGICAL MECHANISMS OF SYNCOPE 


Apparently there are physiological and 
psychological forces at play to account for 
the common symptom of syncope. From 
clinical observation it would appear that 
cerebral anoxia or anoxemia was one of the 
most frequent reasons for this symptom. A 
careful history obtained from these cases 
often elicited the following: 

1. The patient complained of sudden 


1 We wish to take this opportunity to express our 
thanks to Captain George Raines (M. C.) U. S. N,, 
Captain S. M. Smith (M.C.) U.S.N.R, and 
other members of the neuro-psychiatric staff who 
were at the U. S. Naval Hospital, Portsmouth, Va. 
during the period between J anuary 1944 to January 
1946 for their splendid cooperation in making this 
work possible. 

2 Hastings State Hospital, Hastings, Minnesota. 


blurring and blecking out of vision just prior 
to his losing ccnsciousness. 

2. Frequently the patient would state that 
he “blacked out” but did not lose con- 
sciousness. 

3. The patient knew when he was “black- 
ing out” that he might fall and could avoid 
this by “catching on” to an object or sitting 
down. ate 

4. The attack almost invariably disap- 
peared within a few seconds. 

5. Repeated cbservations disclosed “twitch- 
ings" of the musculature as the patient re- 
covered consciousness. 

It has become almost axiomatic to speak 
of a "faint" as due to lack of blood flow to 
the head. The practicel procedure of laying 
the patient in the prone position or bending 
the head between the knees has been ac- 
cepted for years. It is possible that “faint- 
ing" due to sudden lack of blood flow to the 
head is much more common in certain types 
of psychoneurcses and personality disorders 
than is generally accepted and that the physi- 
ological explanations for sudden cerebral 
anoxia or anoxemia may be multiple but 
usually give the same "chain" of symptoms. 

Thus far carotid sinus syncope and “black- 
out studies" in the field of aviation have re- 
ceived the most study(1, 2, 3). Previous 
investigation by the author and co-workers | 
in studies of acute arrest of circulation in 
man(4) revealed that approximately 95 c.c. 
of blood is present in the head at any one 
time. In 90% of human subjects this volume 
of blood when fully saturated with oxygen 
can maintain consciousness for only 7 sec- 
onds or less. The calculations of the same 
workers(4) reveal that the human brain re- 
quires about 7.56 c.c. of oxygen per second. 
There are about 15.44 c.c. of oxygen present 
in 95 c.c. of b'ood when fully saturated. Ap- 
parently all the oxygen is not used up at the 
time that the conscious state is lost because 
Lennox and Gibbs(5) have shown that un- 
consciousness results when the venous blood 
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falls below a saturaturation level of 24%. 
Since the cardiac output per beat is between 
60 c.c. and 75 c.c. and since about one-third 
of this volume goes to the head per beat it 
would take about 4 heart beats to pump a 
volume of blood equal to that in the head at 
any one time. A transient lack of, or im- 
proper, blood supply to the brain can there- 
fore cause very drastic symptoms. 

The following symptoms can be produced 
at will in 90% of young adults when cerebral 
circulation is arrested with the KRA ap- 
paratus(4) : 

I. Sudden blurring and “blacking out" of 
vision in 5-7 seconds. 

2. Fixation of the eye-balls in the midline 
(5-7 seconds). mE 

3. Sudden loss of consciousness with 
turning up of the eyeballs (6-8 seconds). 
(The state of unconsciousness will persist 
as long as the apparatus is left on.) 

4. Upon release of the apparatus (usually 
at the time when consciousness 1s lost) mild 
tonic and clonic contractions of the muscu- 
lature which last for up to 10 seconds could 
be referred to as "twitchings" of the muscu- 
lature. 

5. Recovery of consciousness (upon re- 
lease of apparatus) in 5-15 seconds. 

6. Paresthesias in various parts of the 
body which occur just as consciousness is 
lost or as it is regained. 

It is interesting to note that the tonic and 
clonic contractions of the musculature occur 
only when oxygen is restored to the brain 
but that unconsciousness results when there 
is a sudden deprivation of oxygen to the 
brain. It should be noted that the above 


EPILEPSY 


1. Patient tends to minimize or conceal his symp- 
toms. : 

2. Very sudden loss of consciousness or peculiar 
type of aura (smell, taste, sudden gastric pain, 
etc.). i 


3. Loss cf consciousness with injury. Loss of 
consciousness lasting several minutes, hours or 
longer. 


4. Severe tonic and clonic contractions of the mus- 
culature, cyanosis, tongue biting, etc. l 


s. Headache, drowsiness and tendency to sleep after 
attack. i 
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symptoms occur in sequence only when there 
is brief arrest of circulation to the brain 
(usually 8-10 seconds). Prolonged applica- 
tion produces much more pronounced symp- 
toms(4). Electroencephalographic studies by 
Baldes(4) have shown that slow waves 
(delta) begin appearing at the time of fixa- 
tion of the eyes and just before conscious- 
ness is lost when the cerebral circulation is 
arrested in man. The EEG resumes a nor- 
mal pattern within a few seconds after con- 
sciousness is regained. 

It is not difficult to realize why the symp- 
toms of syncope can occur so commonly 
especialy in individuals with labile vaso- 
motor systems. The symptoms of “black- 
out" “feeling faint," "dizziness," “blurring 
of vision" or “feeling that the heart has 
stopped" are frequent enough in certain 
cases of personality disorder and various 
psychoneurotic complexes to advance the 
mechanism of cerebral anoxemia as ex- 
plained above as a possible etiological factor. 
Sudden changes in position, excessive fa- 
tigue, sudden emotional stress, hunger and 
the like may also be factors in the produc- 
tion of syncope. Many patients complained 
of “ dizziness" and "seeing black" when 
suddenly changing from horizontal to ver- 
tical position. 


DIFFERENTIAL DIAGNOSES BETWEEN SYNCOPE 
AND EPILEPSY 


The following differentials are suggested 
between idiopathic convulsive disorder and 
a syncopal attack as seen in various types of 
personality disorders and psychoneurotic 
complexes : 


“PSYCHOGENIC” SYNCOPE 


I. Patient tends to exaggerate or non-minimize his 
“fainting” or “blackout” spells. 

2. Sudden feeling of “giddiness” and “dizziness” 
followed by “blacking out of vision” Some- 
times referred to as “blind staggers.” Positive 
and negative scotoma. 

3. Loss of consciousness sudden but usually does 
not last longer than 15 seconds. Patient seldom 
falls or injures himself. The unconsciousness 
is usually preceded by patient “seeing black.” 

4. Mild tonic and clonic contractions of the mus- 
culature for a few seconds. No tongue biting, 
cyanosis or incontinence. Skin becomes cold 
and “clammy.” Patient appears pale. 

5. Patient recovers completely within a few min- 
utes. Rather euphoric and feels relatively well. 
No headache or tendency to sleep. 
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It is also possible that cerebral anoxemia 
may be one of the exiting factors in the 
production of a.grand mal attack and also 
that marked emotional instability predis- 
poses to the convulsive seizure. This latter 
may be a factor in the epileptic who has de- 
veloped superimposed operational and com- 
bat fatigue. Sudden emotional stress or 
cerebral anoxemia could bring on a seizure 
in an epileptic or an individual with inherent 
convulsive tendencies but the same stimuli 
would bring on only an attack of “syncope” 
in a psychogenic type of disorder. 


TYPICAL CASE STUDIES 


The following cases illustrate the preced- 
ing discussion. Cases I and II and Figs. 1 
and 2 illustrate 2 cases discharged from the 
Navy with the diagnosis of epilepsy ; Case III 
is a typical history of an individual admitted 
to the hospital with a diagnosis of a possible 
convulsive disorder and discharged from the 
service with the diagnosis i personality 
disorder. 


- Case L— This patient is a seaman first class, V -6, 

U. S. Naval Reserve, 19 years of age with 10 
months and 7 days active duty prior to his present 
admission to the sicklist. This patient was admitted 
to the sicklist aboard ship on 11 June 1945 with the 
diagnosis of epilepsy. He had been observed in an 
attack of unconsciousness during which his right 
cheek muscles began to quiver and following which 
he had tonic and clonic contractions of his mus- 
culature and foamed at the mouth. After recovering 
consciousness he appeared disoriented and very 
weak. On 2r July 1945 he was again observed in a 
convulsion with symptoms as described above. On 
3 August 1945 he was transferred to the U. S. 
Naval Hospital at Oakland, California. At that 
activity an electroencephalographic examination per- 
formed on 7 August 1945 was found to be out of 
normal limits. On 22 August 1945 he was trans- 
.ferred to this hospital for further study arriving 
here on 3 September 1945. 

On admission this emotionally unstable, irritable 
white male gave a good coherent history and 
tended to minimize his seizures. All physical, neuro- 
logical and indicated laboratory examinations were 
normal except for repeated electroencephalographic 
examinations wbich revealed presumptive evidence 
of epilepsy. Psychiatric evaluation did not reveal 
any formal disorder of feeling or thinking. Accord- 
ing to the patient's own accepted statements he 
had suffered two convulsive attacks since June, 
1945. He stated that he suddenly lost consciousness 
and remembered no more until he awoke and 
found himself lying on the deck feeling drowsy and 
suffering from headache. Past history revealed that 
he had suffered from peculiar attacks since the age 


of 13 during waich the right side of his face sud- 
denly began to twitch and his mind became "blank" 
for an instant. Military history revealed that 8 of 
his approximate 13 months of service had beer: 
sea duty but that he had been in no combat. After 
a period of observation during which he was not 
observed in any seizures while a patient at this 
hospital but because of his past history and re- 
peatedly abnormal EEGs the diagnosis of epilepsy 
was retained as correct. 


Case II.—This patient is a seaman first class, 
V-6, U. S. Naval Reserve, 20 years of age with 2 
years, 8 months and 1 day active duty prior to his 
present admission to the sicklist on 28 Septembe- 
1945 at the U. S. Naval Training Station, Norfolk, 
Virginia with the diagnosis of epilepsy. According 
to his health record this patient was observed in a 
typical grand mal seizure during which he frothed 
at the mouth, had tonic and clonic contractions of 
his musculature, lacerated his tongue and scratched 
his face in falling to the deck. After recovering 
consciousness ke appeared sleepy and dull. Prior to 
his attack it was noted that he had been typing and 
suddenly collapsed. He was transferred to this hos- 
pital on the same date. 

On admission here this co-operative but rather 
dull white male of low average intelligence tended 
to minimize any past history of seizures. All! phys:- 
cal, neurological and indicated laboratory examina- 
tions were negative except for electroencephalo- 
graphic examinations which all disclosed presump- 


tive evidence of epilepsy. Psychiatric evaluation did 


not disclose any evidence of a psychosis. According 
to the patient's own accepted statements he was 
told that he kad his last attack on 28 September 
1945 as described above. Past history substantiated 
by the report of a reliable social service agency on 
file at this hospital disclosed that he had suffered 
similar attacks as described above in 1941 and 1943. 
He first had seizures in the 7th grade but they 
gradually diminished in intensity until 1941. Mili- 
tary history revealed that 21 of his 41 months of 
service had been sea duty. During his stay in this 
hospital the patient was not observed in any sei- 
zures. After a period of observation because of 
the past history and observed seizures the diagnosis 
of epilepsy was retained as correct. 


Case IIIL— This patient is a seaman first class, 
V-6, U. S. Naval Reserve, (SV), 18 years of age 
with 5 months and 17 days active duty prior to his 
present admission to the sicklist. He was admitted 
to the sicklist at the Amphibious Training Base, 
Naval Operating Base, Camp Bradford, Norfolk, 
Virginia, on 17 November 1944 with diagnosis un- 
determined (epilepsy). According to his health 
record he gave a history of attacks of fainting over 
the past 8 years at irregular intervals which the 
neuropsychiatric consultant felt was deserving of 
further study and on 19 November 1944 he was 
transferred to this hospital for further disposition. 

On admission this well-built 18-year-old white 
male stated that he has had "fainting spells" for the 
past 8 years. With a typical attack he suddenly sees 
grey, then black and remembers nothing more until 
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Fre. t .—EÉEEG: Tracing on patient who was discharged with epilepsy. Patient was 19 years of agi 
at the time of his first Grand Mal Seizure in the Naval service which was observed in June, 1945. Hi 
gave a history of having "blank spells" since the age of I3. It was noted that his right cheek began t 
quiver before his seizure became generalized. 
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Fic. 2. —EEG. This is a tracing on a 20 year old white male who was discharged from the servic 
with the diagnosis of epilepsy. Patient first had: convulsion while in 7th grade. Patient observed in typica 
Grand Mal attack according to his Health Record, with tonic and clonic generalized convulsion, lacerate 
tongue and falling to the floor. This tracing prior to administration of urea. 
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he “‘wakes up.” Each attack usually lasts only 
a few seconds and he has never bitten his tongue or 
soiled himself. Between these spells he feels ner- 
vous, shaky, cannot sleep, feels weak and has severe 
headaches. Psychiatric examination revealed that 
he was tense, anxious and worried about his con- 
dition. Pest history disclosed that the above-men- 
tioned symptoms were not new to him and had been 
present since childhood. All physical, neurological 
and laboratory tests were within normal limits ex- 
cept for a small scar at the tip of his sacrum which 
was the residual of the coccygeal cyst which was 
removed at this hospital in August of this year 
(1944). Military history revealed that of his ap- 
proximate 5j months of service he had already 
spent over 34 months on the sicklist to the present 
time. After a period of observation during which 3 
electroencephalographic examinations were found to 
be within normal limits and it became apparent that 
his “fainting spells" were only one of many somatic 
complaints the diagnosis of constitutional psycho- 
pathic state, inadequate personality was established. 


Part II. STATISTICAL REVIEW oF 469 CASES 
CORRELATED WITH ELECTROEN- 
CEPHALOGRAPHIC FINDINGS 


PURPOSE AND INTRODUCTORY REMARKS 


The purpose of this study was to see if 
there was a correlation between the hospital 
admission diagnosis, the discharge diagnosis 
and the electroencephalographic findings in 
469 patients admitted to a U. S. Naval 
Hospital with a possible diagnosis of a con- 
vulsive disorder. 

In addition an analysis was made of 197 
patients in this group in regard to the fol- 
lowing: the number of these patients who 
had focal types of EEG, the number who 
gave a history of head injury, their age inci- 


dence, the number with observed grand mal 


seizures while in the service and the num- 
ber observed in unconscious attacks without 
any other grand mal components. Special 
attention has been given to the frequent his- 
tories of syncope obtained from patients 
with other neuropsychiatric symptoms but 
who were neurologically negative, did not 
appear to have clear-cut evidence of a con- 
vulsive disorder and who were discharged 
with diagnoses other than that of epilepsy. 


ELECTROENCEPHALOGRAPHIC TECHNIQUE 


The electrical activity of the right and 
left frontal, parietal and occipital cortex was 
recorded with a Grass 6-channel EEG. All 
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records were made with monopolar leads. 
The indifferent electrode was iormed by 
interconnecting the two ear leads. Elec- 
trodes were applied to the scalp using the 
method described by Gibbs(6). Records 
were taken with the patient ly:ng on a table 
in a shielded cage. Cortical activity was re- 
corded for at least IO minutes on each 
subject. Two minutes were allowed for 
hyperventilation and 2-3 minutes were al- 
lowed for recovery. 


METHOD OF INTERPRETATION 


Gibbs classification of EES records(7) 
was used with the following modifications: 
all paroxysmal tracings (petit mal, psycho- 
motor, grand mal), spikes, 5.2 and F.2 trac- 
ings were classified as abnormal. His F.i 
and S.1 tracings were classified as having 
minimal abnormalities. An abnormal EEG 
interpretation in this article would therefore 
closely correspond to what Gibbs(8) in- 
terprets as "greatly abnormal" ; those show- 
ing minimal abnormalities in this article 
closely correspond to his "slightly abnor- 
mal.” All activity in the range of 8 to 13.5 
per second was classified as normal. Brief 
runs of slow activity in the S.1 and 5.2 
groups that persisted for less than 15 seconds 
after cessation of 2 minutes hyperventila- 
tion were discounted if the tracing was 
normal before hyperventilation and if the 
abnormalities did not recur after hyper- 
ventilation. All tracings with paroxysmal 
types of waves were placed in the abnormal 
group irrespective of whether they occurred 
before or after hyperventilaticn. Abnormali- 
ties that occurred during the period of hyper- 
ventilation were not considered unless they 
were of the "spike and dome" type. It was 
the author's cpinion that complicating arti- 
facts due to “he deep breathing, body move- 
ments, muscle potentials, etc., appeared so 
often as to make this unreliable especially 


- in the interpretation of fast and “spiky” types 


of activity. In records of all tracings men- 
tion was made as to whether the abnormali- 
ties were focal or non-focal in type. The 
whole record was carefully reviewed and 
random wave counts made on at least 40. 
seconds of record before and after hyper- 
ventilation. | 


396 
MATERIAL 


Of the 469 patients that were admitted 
with the diagnosis of epilepsy, syncope or a 
related convulsive disorder 206 were dis- 
charged with the diagnosis of epilepsy over 
a period from February 1, 1944 through 
September 1, 1945. 

Of the total number of cases admitted to 
this hospital with the diagnosis of epilepsy 
or a related disorder and who were dis- 
charged from this hospital with the diag- 
nosis of epilepsy or other indicated diag- 
noses as listed, all had complete neuro- 
psychiatric work-ups, indicated laboratory 
studies and indicated consultations from 
other departments which included neuro- 
surgical consultation. The majority had 
routine skull-rays, fasting sugars, lumbar 
puncture, complete blood studies, urine anal- 
ysis and, when indicated, special tests such 
as the Rorschach in addition to their EEG 
examinations, Repeat EEG examinations 
were performed when indicated especially 
where the first tracing was of a borderline 
type or when the patient had been observed 
in a typical convulsive seizure but had a 
normal EEG with his first test. Of the 
discharged cases of epilepsy 197 were care- 
fully analyzed in regard to age groups, type 
of seizure observed while in the service, the 
number who gave a history of head injury, 
the number who gave a history of focal 
seizures and the related EEG findings to 
each of the above-stated groups. 


RESULTS 


I. Analysis of Cases with History of Un- 
conscious Attacks or Fainting Spells. 


Of 469 patients admitted with a possible 
convulsive disorder only 206 were discharged 
with a diagnosis of epilepsy. Fifty percent 
of the 206 showed abnormal EEGs and 
20% showed slightly abnormal EEGs. One 
hundred forty-seven of the 469 patients 
were discharged with the diagnosis of per- 
sonality disorder and of this group 1596 had 
abnormal EEGs but 25% presented slightly 
abnormal EEGs. Sixty-two were discharged 
with the diagnosis of psychoneurosis and of 
this group 15% had abnormal EEG but only 
10% had slightly abnormal EEGs. The re- 
maining 54 patients were discharged with 
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various other diagnoses as listed on Graph r. 
They showed an average of 10% abnormal 
EEG but almost 30% had slightly abnormal 
EEGs. 


2. Analysis of Cases Discharged with the 
Diagnosis of Epilepsy. 


a. Those with recently observed seizures. 
(See Graph 2.) (Insufficient information 
was available on 9 of these 206 cases and 
they were not included.) Analysis of 197 
cases that were discharged with a diagnosis 
of epilepsy disclosed that 127 had since being 
in the service been observed in one or more 
typical grand mal seizures during which the 
patient became cyanotic, had tonic and 
clonic contractions of his musculature, was 
unconscious and upon recovering conscious- 
ness complained of headache and drowsi- 
ness. Of this group 63% had abnormal 
EEG and 11.8% had EEG that were slightly 
abnormal; 25% had normal EEG. Repeat 
EEGs were done on those who showed 
minimal changes with the first tracing. If 
the second or third tracing was iricreasingly 
abnormal the most abnormal EEG was used 
in tabulation of the statistics. 

b. Those with observed seizures prior to 
naval service. (See Graph 2.) Seventy of 
the 197 cases analyzed that were discharged 
from the service with epilepsy had been ob- 
served since entering the service in one or 
more attacks of unconsciousness without any 
other symptoms typical of a grand mal sei- 
zure. However the majority of these cases 
either had a history of previous grand mal 
seizures obtained through a reliable social 
service agency or gave a history of grand 
mal attacks or attacks of unconsciousness 
prior to entering the service. Of this group 
47.1% showed abnormal EEG and 15.7% 
showed slightly abnormal EEG. 

c. Variation of EEG findings with age 
in epileptic group. Analysis of the 197 
cases that were discharged with the diag- 
nosis of epilepsy disclosed that 89% were 
in the age group of 17-30, $96 in the age 
group of 31-35 and 3% in the age group of 
36-40. The age distribution of a compara- 
tive "control group" (200 cases) revealed 
that 80% were from 17 to 30 years of age 
and 20% in the age group of 30 to 40. (See 
Graph 1 for percentage of EEG abnormality 
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in this group.) It should be noted, now- 
ever, that 100 of the epileptics fell in the 
age group of 17-20 as compared with 17 of 
the controls, and that there were 103 of the 
controls in age group of 21-25 years as 
compared with 4r of the epileptics. 

d. Abnormal variations im epileptic EEG 
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analyzed 41 showed focal abnormalities, 21 
of which showed bilateral focal abnormali- 
ties, 12 of which were in the frontal area, 
2 in the frontal and parietal areas and 7 in 
the occipital areas. Of the 20 tracings with 
unilateral abnormality 4 were right frontal, 
.4 were left frontal, 3 were right parietal, 6 


BREAKDOWN OF CASES DISCHARGED AS EPILEPSY 19-194 
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OF THE 206 CASES THAT WERE DISCHARGED AS 
EPILEPSY: 


104 OR 50.5% HAD ABNORMAL EEG 
NO OR 19,5% HAD SLIGHTLY ABNORMAL EEG 


62 OR 30, % HAD NORMAL EEG 


OF THE 206 CASES DISCHARGED AS EPILEPSY ANALYSIS 
OF 197 HISTORIES REVEALED: 


127 OR 64.5% HAD BEEN OBSERVED IN TYPICAL GRAND 
MAL SEIZURES 


70 OR 35.5% HAD BEEN OBSERVED IN ONE OR MORE 
ATTACKS OF UNCONSCIOUSNESS WITH NO OTHER SIGHS OF 


GRAND MAL SEIZURES 
OF THE 127 OBSERVED IN TYFICAL GRAND MAL 
SEIZURES: 


SSSSSSSSSSSSSSSSSSSSSSSSSSSSESSSSSSSSSSSSSSSSSSSSS 


tracings. In a series of 206 patients who 
were discharged with a diagnosis of epilepsy 
4i showed focal abnormalities in the EEG, 
28 showed paroxysmal types of tracings(7) 
and 20 tracings had no abnormalities before 
hyperventilation but showed  abnormali- 
ties after hyperventilation. More than 1 
tracing was required for patients with 
proven seizures in 17 cases. In 197 cases 


80 OR 63.0$ HAD ABNORMAL EEG 
15 OR 12.8% EAD SLIGHTLY ABNORMAL EEG 


32 OR 25.2% HAD NORMAL BEG 


U OF THE fO OBSERVED IN ONE OR MORE ATTACKS OF 


UNCONSCIOUSNESS WITH NO OTHER SIGNS OF GRAND MAL 
SEIZURES; 


33 OR 47.1% HAD ABNORMAL EEG 
11 OR 15.7% HAD SLIGHTLY ABNORMAL EEG 


26 OR 37.1% HAD NORMAL EEG 


were left parietal and 3 were left frontal 
and left parietal. In the 28 cases that showed 
paroxysmal tracings 18 showed “spikes,” 2 
grand mal waves, 4 psychomotor waves, I 
petit mal, 1 petit mal variant and 2' petit mal 
. and psychomotor waves. It should be men- 
, tioned that several cases showing typical 
, “psychomotor waves” and who suffered from 
psychic equivalents were not discharged 
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from this hospital but were transferred to 
another naval activity with the diagnosis 
of psychosis (epileptic). 

e. History of head injury. Analysis of 
197 cases disclosed that 19 cases gave a 
history of head injury prior to the onset of 
the convulsive disorder. Of this group 15 
gave a history of head injury within 5 years 
of their first seizure. Nine showed greatly 
abnormal EEG and of this group 4 tracings 
were focal in type. Four showed slightly 
abnormal EEG and 1 of these was focal in 
type. The remaining 2 were normal. 


DISCUSSION 


A comparison of Gibbs’ series of 730 adult 
epileptics(7) with the 206 cases discharged 
with the diagnosis of epilepsy of this series 
shows a striking similarity in the EEG ab- 
normalities: 51.3% and 50.596 respectively. 
" There appears to be a discrepancy in about 
1296 in those showing minimal abnormali- 
ties: 32.496 (Gibbs) as compared with 19.596 
in this series (S.r and F.1 tracings: Gibbs). 
When EEG findings in 127 of the 206 pa- 
tients discharged with a diagnosis of epilepsy 
who were observed with grand mal seizures 
were compared with Gibbs' series there ap- 
peared to be a 12% difference in the’ ab- 
normal EEG: 51.3% (Gibbs) as compared 
' with 63% in this series. These 127 were a 
select group and the difference might be 
explained in that when repeated tracings 
were done the most abnormal EEG tracing 
was used for the statistics. Since the Gibbs 
criteria were used for evaluating this series a 
comparison was also made between his series 
of rooo controls(7), Harty and Gibbs’ (9) 
series of 275 military inductees, Hoefer’s 
control series(10) and a “control group” of 
200 pharmacist's mates done at this hospital 
(11). (See Graph 1.) There was a signifi- 
cant similarity in the "control" series when 
compared with those of other workers: 
Gibbs(7) 15.8%, Hoefer(10) 15% and the 
author's series of 15.5% (11). These figures 
are for total abnormalities which included 
greatly and slightly abnormal electroen- 
cephalographic readings. E 

According to Lennox'(12) most recent 
report approximately 8696 of petit mal types 
of epilepsy occur under the age of 29. It is 
interesting to note that in his vast experi- 


ROSSEN 


. 399 


ence with epilepsv he had never seen a typi- 
cal case o: true petit mal begin after the age 
of 20. Our findings are in accordance with 
this as only 4 cases in a series of 197 dis- 


- charged epileptics showed the typical "petit 


mal" waves. Since 7096 of the cases dis- 
charged with the diagnosis of epilepsv in 
this series were observed in unconscious 
attacks w:th no other symptoms of a grand 
mal seizure it would appear that a relatively 
high number of clinical petit mal cases of 
epilepsy were included. However the ma- 
jority of these cases gave a history of one 
or more grand mal seizures in the past which 
was substantiated by a reliable social service 
agency. Some of these cases with "attacks 
of unconsciousness" gave a typical history 
of “blackout” following head injury as 
described by Deany-Brown(13). It would 
appear that the majority of EEG findings 
appeared as S.2 and F.2 abnormalities in 
those classified as abnormal(6, 7) and F.1 
and S.1 findings in those that were classified 
as having minimal abnormalities in the 
EEG(6, 7). It should be noted that almost 
all of the tracings were taken in interseizure 
periods. 

Comparison of similar age groups in the 
epileptics and control groups shows a dis- 
tortion of the representation of the 17-20 
year age group in the epileptics. One factor 
producing this was the average greater 
length of service in the control group. A 
second factor is the large number of male 
epileptics who have their first seizures after 
the age of 15(14) so that more epilepsy is 
revealed in the younger group analyzed here 
while the older epileptics had been weeded 
out by the induction boards to a great extent. 
It is interesting to note that in the epileptics 
the percent with gross abnormalities in the 
EEG steadily decreases with each sub-group. 
This has also been noted by other in- 
vestigators. 


COMMENT 


Since a high percentage of the armed 
forces lay between the ages of 18 and 24 
years and since 29% of all grand mal sei- 
zures present themselves after the age of 
20 and approximately 45% of the first grand 
mal seizure after the age of 15(14) it be- 
comes self-evident why epilepsy assumes 
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such an important róle in military activities. 
Statistical evidence of World War I reveals 
that I out of every 200 inductees was re- 
jected from the armed forces because of a 
history of seizures(14). Although statistics 
for World War II are not yet available as to 
the initial rejection rate because of epilepsy 
it may be assumed that they would be of 
about the same proportion and that the ma- 
jority of cases suffering with idiopathic 
convulsive disorders were eliminated at the 
induction centers. However a certain num- 
ber of individuals either predisposed to or 
suffering from a convulsive disorder “fil- 
tered through’ these centers by either mini- 
mizing or concealing their affliction or be- 
cause the cerebral dysrhythmia inherently 
present had not yet manifested itself as a 
clinical attack of epilepsy. .This group 
should be commended for their patriotism 
especially those who stayed in the service 
for years and underwent terrific stress and 
strain in combat before their convulsive dis- 
order was discovered or presented itself. 
How important a part extreme fatigue, un- 
sanitary conditions at the front, loss of sleep, 


excessive excitement, blast concussion and, 


the like played in the production of the first 
grand mal seizure cannot be determined at 
this time. Since 95% oi individuals with a 
hereditary dysrhythmia go through life with- 
out a seizure(14) and since 10% of a normal 
population have a cerebral dysrhythmia(14) 
it will be of interest to see if future sta- 
tistics will determine whether or not the 
intense strain of military environment has 
increased the incidence of epilepsy in the 
ten million persons who comprised the 
armed forces as compared with a civilian 
population in a similar age group. There is 
accumulating experimental evidence showing 
the effects of certain auditory frequencies on 
the production of “audiogenic seizures” in 
the rat and the apparent relationship of con- 
stitutional and ‘hereditary factors to this 
type of seizure(15, 16, 17). In relation to 
this basic work it should be mentioned that 
certain medical observations at a front line 
marine activity in the Okinawian invasion 
(18) revealed cases of convulsive seizures of 
unexplained etiology during periods of 
acute stress in combat while under heavy fire. 
Whether audiogenic stimulation by certain 
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frequencies due to “blast” and mortar fire 
were factors is debatable but has been sug- 
gested by competent medical observers who 
had firsthand information of these cases. 

According to one medical observer certain 
men while in intense combat were seen to 
fall suddenly to the ground and undergo 
severe convulsive seizures following which 
they made uneventful recovery after several 
days of rest. Another medical observer in 
the Iwo Jima campaign(19) stated that dur- 
ing heavy fire he saw several men fall and 
have tonic contractions of their extremities 
and myoclonic twitchings of their facial 
musculature. However he felt that in 
these cases the patients were not totally :un- 
conscious but were suffering from “hysteri- 
cal fits." 


SUMMARY AND CONCLUSIONS 


‘I, The physiological and psychological 
factors relating to idiopathic syncopal at- 
tacks are discussed since this symptom was 
predominant in the group discharged with 
non-epileptic diagnoses. 

2. The symptoms produced by arresting 
cerebral circulation in man(4) and the syn- 
copal attacks observed in certain cases of 
personality disorder and psychoneurosis are 
compared. 

3. The ultimate discharge diagnosis and 
EEG correlation were considered in 469 pa- 
tients admitted with a diagnosis of epilepsy 
or a possible convulsive disorder and analysis 


- showed that less than half were discharged 
from the naval service with a diagnosis of . 


epilepsy and that the EEG abnormalities 
were significantly higher in this group. 

4. Of 469 cases admitted with the pos- 
sibility of a convulsive disorder 147 were 
discharged with a diagnosis of personality 
disorder and 62 with the diagnosis of psy- 
choneurosis which made up about 4496 of 
the admission group. 

5. Analysis of 206 cases discharged 
from a U. S. naval hospital with a diag- 
nosis of epilepsy is presented. The EEG 
findings are compared with a control group. 
There is a similarity between Gibbs' series 
of EEG findings in 730 adult epileptics and 
with his series of "controls." 

6. Nineteen cases or 9.696 of the series 
gave a history of head injury x to 10 years 
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prior to their first convulsive seizure. Of 
these 19 cases 11 had abnormal EEG, 5 of 
which were focal in type. 

7. Of this series 127 patients had been 
observed in typical grand: mal seizures, and 
of this group 63% had greatly abnormal 
EEG and 11.8% showed slightly abnormal 
EEGs. 

8. Typical petit mal histories in this series 
were rare as were typical petit mal waves in 
the EEG tracings. A possible explanation 
for this may be that all of the patients con- 
sidered were over 17 years of age and 90% 
of them were in the age group of 17-30 
: years; the remaining 10% were over 30 
years of age. 
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SOCIO-ECONOMIC ASPECTS OF THE SHOCK THERAPIES.IN 
| SCHIZOPHRENIA? 
FRED FELDMAN, M. D., SAMUEL SUSSELMAN, M. D., ann S. EUGENE BARRERA, M. D. 
Albany, N. Y. 


The benefits of electroshock therapy in 
the various categories of mental illness are 
controversial. The depressions respond al- 
most completely, and schizophrenia less 
felicitously. But although the schizophrenic 
patient rarely harvests a full recovery, nev- 
ertheless his life and his family’s are radi- 
cally changed. In many cases schizophrenic 
patients electrically treated are able to re- 
turn home, a journey back which the praecox 
of a decede ago rarely knew. The partially 
restored human being, outwardly not sick 
enough for institutionalization, but still so- 
cially mzimed, constitutes a socio-economic 
problem of considerable consequence. The 
purpose of this paper is to consider the 
problem. | 

Our attention -was impelled towards this 
issue when we began to analyze the first 
fruitful years of electrotherapy. The suc- 
cess of the treatment was written in what 
appeared to be the triumphant figures which 
showed a 50% decline in commitment of 
patients from the wards of a private acute 
treatmen: center to state hospitals; 95% of 
depressed patients were sent to their homes— 
the figure had always hovered at less than 
60%. Sixty-six percent of schizophrenics 
returned to home and family—had there éver 
before been such a record after a brief Hasty 
days of treatment? 

We became aware'of a new prablem in 
psychiatry in diverse ways. Schizophrenic 
patients of the community became well 
known to us—for we seldom lost contact 
long enough to forget their faces and prob- 
 lems—and those of their families. They, re- 
turned for further courses of treatment, 
sedatives, psychotherapy—and their families 
for advice and reassurance. This contrasted 
strongly with the depressed patients and 
manics who became well almost precipi- 
tously, resumed adult responsibilities and 
were soon no longer thought of as “pa- 


1 From the Dept. of Neurology and Psychiatry, 
Albany Medical College, Albany, N. Y. 
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tients.” Few schizophrenics discarded the 
designation “patient,” even after assiduous 
treatment. 

Although electroshock therapy and its re- 
sults will be stressed in this paper, considera- 
tion will also be given to insulin therapy and 
its effects. Electrotherapy has. supplanted 
insulin techniques in great measure for 
reasons of economy, safety and provisional 
effectiveness, but much of the statistical data 
regarding the restoration of patients is based 
on the insulin-treated groups of 5, 6 and 
7 years ago. In any event, from one view- 
point the results are the same—a patient al- 
tered, tempered, deflected by treatment, but 
yet not completely well, has come home and 
must be fitted into the life of his family. In 
general, it is felt that electrotherapy is re- 
peating the achievements of insulin, but we 
are still some distance from labeling these 
achievements as triumphs. 

The argument here offered follows this 
chain of reasoning: (1) Shock therapy has 
effected the release from hospital care of 
large numbers -of psychotic patients who 
would otherwise have remained hospitalized 
for longer periods of time, in some instances 
for life. Statistical data from state hospitals 
and private institutions have been marshalled 
to demonstrate this.. (2) Significant numbers 
of these patients (particularly schizophrenics 
but also some patients with affective psy- 
choses) are not sufficiently well to be easily 
integrated into the complex life of the family 
and require adjustments by the family. This 
phase is reflected specifically in the high re- 
admission rate of schizophrenics and in the 
follow-up studies of schizophrenics in the 
community. It is reflected less factually, but 
still more tangibly, in our own day by day at- 
tendance of a group of schizophrenic pa- 
tients returned to the community. (3) The 
burden carried by the family may sometimes 
be disproportionately high compared with 
the benefits to the patient and to society from 
his release. This burden encompasses finan- 
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cial, sccial and emotional constrictions on the 
family in many instances. (4) The problem 
is a constantly fluctuating one, and the equa- 
tion of patient, family and society will vary 
with changes in therapeutic efficacy, length 
of hospitalization, and in such broader fac- 
tors as family economic levels and general 
education regarding mental illness. (5) The 
resolution of this problem varies with these 
factors, but suggestions are offered for at- 
tacking the issue as it stands today. 


ADMISSIONS, DISCHARGES AND COMMIT- 
MENTS OF SCHIZOPHRENICS 


Vital statistics on mental hospital activities 
have been meager during the war years. It 
has not been possible to collect full data 
from any one state or from a group of large 
hospitals relevant to the effect of electro- 
- shock therapy on admissions and discharges. 
These figures have not been collated. 

Studies on the results of insulin coma 
therapy are numerous. Reports on the out- 
come of electric convulsive therapy and of 
combined insulin-electric treatment are rela- 
tively few. Metrazol convulsive therapy is 
falling into disuse. There is no uniformity 
in the method of reporting results. Some 
papers report small series of patients. 
Others fail to state the duration of illness 
and do not separate acute from chronic cases. 
Other studies, according to Kalinowsky and 
Hoch(1), are “frequently inconclusive as 
they collect dissimilar material from insti- 
tutions which may differ widely regarding 
diagnostic principles, types of patients ad- 
mitted, intensity of treatment and evalua- 
tion.” Follow-up material is, likewise, sub- 
ject to the same criticism. All sources of 
information betoken the fact that signifi- 
cantly increased numbers of treated psy- 
chotic patients have been returned to their 
communities during the epoch of shock 
therapy. 

The more abundant information is drawn 
from studies on insulin-treated patients, sev- 
eral samples of which are cited below. 
Malzberg(2) in 1938 reviewed 1039 cases 
of whom 510 (49%) had been paroled. Of 
this latter group, 25% returned to the hospi- 
tal within 1 year. Gralnick(3) in 1945 re- 
ported a 7-year survey of 554 insulin-treated 
schizophrenics. An interesting and illumi- 
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nating analysis of rate of return revealed 


that 7396 of those who had been treated in 
1937 had been required to surrender their 
parole during the subsequent 6 years. The 
figures of 1938, 1939 and 1940 were be- 
tween 49% end 54%, and in 1942, the last 
year examined, the percentage stood at onlv 
13%. The significant conclusion was that 
for the 6-year period, 75% of those treated 
had proven to be eventual failures. 

The compelling deduction from this study 
is that 268 patients returned to their com- 
munities, their families, their responsibilities 
and to their accountableness, and that a large 
number of these men and women failed to 
fulfill the hopes projected for them. Our 
own experience with patients of this type— 
living in the same city with them, respon- 
sive to the written, telephoned and personal 
requests for advice from their families— 
leads us to ‘believe that many of them must 
have imposed economic and emotional enig- 
mas for their relatives. How well or ill they 
adjusted during the 1 or 5 years at home has 
not been objectively studied or reported so 
far as can be determined. (Probably every 
psychiatrist can patch together his own con- 


' ception of the intimate home life of these 


patients). Many undoubtedly improved their 
adjustment by transferring from the hospital 
to the home. Some brightened the lives of 
parents or spouse for long or short periods. 
Some contributed materially to friendship, 
family or society. The full value.of emo- 
tional and socio-economic experiences like 
these cannot, of course, be measured. It is 
probable, hcwever, that some patients im- 
parted little to the group which received 
them, while requiring care and devotion to 
a growing degree, It is probable that many 
were retained in the family group beyond 
the point of worth to themselves or to others 
(in the broadest sense), beyond the day 
when rehospitalization might have reen- 
forced temporary gzins, beyond the sign- 
posts spelling increased burdens and per- 
haps hardships for the family group. 

. Taylor(4) in 1945 reviewed 214 schizo- 
phrenics who had received insulin therapy 
during 1937 through 1939. Of this group 
153 (71%) had been released following 
therapy and 125 were still out of the hospi- 
tal 5 years later. One hundred five patients 


404 


had not returned to the hospital at all and 
an additional 20 had been rehospitalized and 
subsequent y released again. These figures 
are at considerable variance with the afore- 
mentioned studies, since only 28 patients 
(18%) of the discharged group had eventu- 
ated as failures. The data do not permit a 


qualitative analysis of the reasons for this: 


discrepancy. The criteria for parole, dis- 
charge and rehospitalization in different 
hospitals Fave not been stabilized. Taylor 
reported tkat his patients were checked once 
yearly by social workers, noting that no defi- 
nite conclusions were inferable except that 
many patients seemed better. The need for 
more complete appraisal of these patients at 
home 1s apparent. Taylor points out that this 
group of patients were out of the hospital a 
total of 2209 weeks, and validly concluded 
that the saving of more than $24,000 (at $10 
per week) must be taken into consideration. 
It would be difficult to be sure; however, that 
-the cost ot these patients to their families 
and to society, in tangible costs and emo- 
tional levies together, was not more than 
$24,000. 

Several other reports reviewed by Kali- 
nowsky and Hoch(1) reveal remission rates 
in early schizophrenics 5 or 6 times greater 
than before shock therapy. Within 3 years, 
however, according to Bond and Rivers(5), 
5096 of the remissions had shown their full 
illness again. Cheney and Clowe(6) found 
that after 24 years a quarter of their re- 
missions kad returned to the schizophrenic 
pattern. 

A smaller number of reports on electri- 
cally treated patients has been published. 
Normal and Worthington(7) treated 59 
schizophrenics of whom 13 were “on visit,” 
that is out of the hospital, at the time of the 
survey. No data on their home adjustment 
were made available. | 

Malzberg(8) reviewing the findings in 3 
different New York State Hospitals, reports 
recovered and much improved cases rang- 
ing from 41.1% to 16.2%. Impastato and 
Almansi(q) find that the results from ECT 
are comparable to those obtained through the 
use of insulin coma therapy. Kalinowsky 
(10) found, in treating 275 institutionalized 
schizophrenics with a minimum of 20 con- 
vulsions, that the remission rate was 68.3% 
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in cases of less than 6 months duration, 
41.5% in cases of 6 months to 2 years dura- 
tion and 9.2% in patients ill more than 2 
years. 

Combined treatment using various meth- 
ods of employing both insulin and electro- 
therapy offers new possibilities for improv- 
ing the results. Von Braunmuhl(11), re-- 
viewing the effect of combined treatment on 
563 patients after 5 years, found relapses 
in 9.6% of the cured and 32.0% of the im- 
proved who had been ill less than 6 months 
at the time of treatment; 22.8% of the cured 
and 8.7% of the improved, when the illness 
was from 6 months to 1 year; and when the 
patient was ill more than 1 year, 28.3% of 
the cured and 12.8% of the improved re- 
lapsed. 

Chapuis and Georgi(12), treating cases of 
less than 6 months duration, were able to 
effect a remission in 94.6% with combined 
therapy. Seventy percent of these appeared 
well after 5 years. After 7 years, 50% were 
still stable. The relapses occurring in the 
sixth and seventh years were among the 
“social” remissions and not the "full re- 
missions. 

Supplementary data are drawn from a de- 
tailed statistical study of the psychotic pa- 
tients admitted to the closed psychiatric 
wards of a general hospital serving a large 
city. The year 1936, on the threshold of the 
shock therapies, has been compared with 
the year 1943, when this form of treatment 
had attained as full acceptance, perhaps, as 
it will know for some time to come. 

Before examining the significance of the 
greatly decreased commitment rate between 
1936 and 1943 it is necessary to explain the 
reasons for the wide discrepancy in the 
total admissions of schizophrenics in these 
years. Almost four times as many patients 
diagnosed as schizophrenics were admitted 
in 1943 as in 1936, 179 as compared with 45. 
Four factors may help to account for this 
discrepancy. The first lies in the differential 


rate of readmissions during these years. Re- 


admissions may be considered failures in 
th.rapy, and the actual number of schizo- 
phrenics in a community should be esti- 
mated from first admissions. 

The second factor to consider is that the 
total number of patients of all kinds received 
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by the closed psychiatric wards of the hospi- 
tal during 1943 was 25% larger than in 
I936. The accretion was really greater than 
this, since certain categories of patients 
placed on the closed wards in 1936 were 
hospitalized on open wards in 1943 and 
were, therefore, not included in the admis- 
sion figures. Patients with central nervous 
system syphilis, epilepsy, senility and other 
organic conditions were frequently treated 
on the open ward when they were tractable. 
Alcoholics were rejected at times because of 
lack of space. 

The third factor is the significant change 
in diagnostic criteria between 1936 and 1943. 
This shift was especially prominent in the 
category of the manic state, which was diag- 
nosed frequently in 1936 (43 times) and in- 
frequently in 1943 (19 times). The reasons 
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patients, although discharged free from 
delusions and bizarre behavior, could not 
adjust satisfactorily in the complex society 
of the community. Readmission tallies sup- 
port this viewpoint to some extent, since 50 
of the schizophrenics seen in 1943 were read- 
missions, or 28%. Moreover, of the read- 
mitted patients, 25 or 50% were committed, 
whereas only 27% of first admissions were 
committed. 

In brief, our experience supports the feel- 
ing of Kalinowsky and Hoch that follow-up 
material is still scarce and inadequately con- 


trolled in terms of duration of illness, diag- 


nosis and intensiveness of therapy. We 
would add that there has been insufficient 
scouting of the “blind spot" between the end 
of one period of therapy and the beginning 
of the next, especially in terms of the 


TABLE I 


ADMISSIONS AND COMMITMENTS OF SCHIZOPHRENICS, 1936, 1943 


Schizophrenics admitted 


ist adm, Readm. 
ID30 acacia toes nd d 36 9 45 
I043 55999969 Ox GER sere LAO .50 179 


for this drift away from the manic diagnosis 
need not be discussed except to point out 
that it is fairly common to find that patients 
initialy diagnosed as manics are reclassi- 
fied as schizophrenics on later admission. 

A fourth factor accounting for mounting 
schizaphrenic admissions is inherent in the 
nature of electrotherapy. Patients with very 
early signs of morbidity are now hospitalized 
for electric treatments whereas ro years ago 
they would not have been admitted, because 
this therapy was not available. These early 
manifestations now lead to treatment in an 
acute treatment center, whereas a decade 
ago the syndrome would have been per- 
mitted to blossom until direct admission to a 
state hospital was necessary. 

The significance of the declining commit- 
ments may now be stressed. The commit- 
ment rate for all schizophrenics in 1936 was 
31 out of 45 cases or 69%, and the rate in 
1943 was 60 out of 179 or 3496. The pa- 
tients who were not committed were re- 
stored to the community. This figure stood 
at Io in 1936 but climbed to 94 in 1943. It 
is our impression that the majority of these 


Total 


Schizophrenics committed to state hospital 


ist adm. Readm. Total 
26 (73%) 5(55%) 31 (69%) 
35(277c) 25 (50% ) 60(347%) 


family’s calls on its own resilience to pro- _ 


long the heme care of the patient. 

A special phase of treatment which can 
bear scrutiny is the recent upsurge in the 
number of patients who are being treated 
with ambulatory electrotherapy. Although 
sparsely documented in the available litera- 
ture, the use of this method is a recognized 
fact. The transition from in-patient to out- 
patient therapy in our hospital has been 
recently reported(13). The impression is 
gained that many patients with psychoses 
and with less serious psychiatric illnesses are 
given repeated electrotherapy in the psychia- 
trist’s office or as out-patients in acute treat- 
ment centers. Following treatment the more 
or less confused patient is led to his home 
by a relative or friend. 

Ambulatory treatment has peculiar appeal 
for the families of psychotic patients. It 
offers them what appears to be a readv, 
quick and active solution to what is often 
a terrifying problem. More important, how- 
ever, is the fact that it suggests a means for 
escaping the stigma which state hospital com- 
mitment implies to them, their neighbors and 
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friends. Although much has been done to 
educate the public away from such an atti- 
tude, it still prevails. Ambulatory treatment 
has the further appeal of avoiding the ex- 
pense of hospitalization. In addition, it is 
maintained by some that keeping patients in 
a normal home environment has, for some 
cases at least, a greater psychotherapeutic 
effect. 

The problems precipitated by this form of 
treatment are many. Transportation must 
be provided for both the patient and the 
escort. This is often time-consuming and 
expensive. The escort must be a responsi- 
ble person and the loss of income to him may 
be considerable. The patient may be resis- 
tive, requiring considerable persuasion two 
or three times a week. He may even have to 
be compelled forcibly to keep his appoint- 
ment. During the time the patient is under- 
going treatment he may insist on working or 
on attending to affairs away from his home. 
Such endeavors, because of his confused 
state, may be hazardous not only to his per- 
. sonal safety and to the safety of others, but 
also may harm his relationships with asso- 
ciates who misinterpret his confusion and 
memory impairment. In the occasional in- 
stances where an organic factor intervenes, 
and the patient becomes paranoid or aggres- 
sive, a further burden is imposed on the al- 
ready overloaded family. The anxiety in 
such families each time the telephone rings 
is understandable. What new escapade has 
occurred? What new embarrassment has 
been created by the unstable patient roam- 
ing the streets? Problems peculiar to indi- 
vidual family situations are not rare. De- 
spite the fact that full instructions are given 
to families they may be unable, for financial 
or other reasons, to carry them out. For ex- 
ample: a young woman undergoing ambula- 
tory electrotherapy was found by a social 
agency to be caring for her infant child while 
markedly confused as a result of treatment. 
The patient was alone, for her husband had 
to work, and the high school girl (inadequate 
assistance at best) employed to help her 
was not available. l 

This stress on the negative aspects of 
ambulatory electrotherapy is -admittedly 
biased in order to make vivid the situation of 
the family with a partially cured patient at 
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home. The positive, fruitful gains of itiner- 
ant electrotherapy outweigh these deter- 
rents by far. Indeed, we have in a recent 
paper(13) heralded the development of am- 
bulatory therapy, and described our own ex- 
perience with a large number of cases. The 
schizophrenic patient poses the most difficult 
problems with this form of treatment, and 
the predicament of the family sheltering the 
ambulatory patient parallels that of families 
harboring discharged schizophrenics. In- 
deed, the discharge is often only temporary, 


-and many schizophrenics are held to a sche- 


dule of interval therapy which is, in a sense, 
widely-spaced ambulatory therapy. It is 
necessary to add that these thoughts apply 
to only a portion of those patients in whom 
treatment is undertaken. 


DISCUSSION 


It is recognized that shock therapy yields 
most auspicious results in patients of certain 
types, intensities and durations of illnesses. 
Yet in an illness like schizophrenia, where 
therapy held out little hope for decades, and 
then suddenly gains power, it is inevitable 
that patients of all ages, of all types, of all 
stages, will be subjected to the new remedy. 
Where the young, newfledged patient may 
respond and return to useful work, the more 
advanced patient may show similar surface 
improvement, but fail when he attempts ad- 
justment at home. This failure may long be 
camouflaged by the hopes of the family, be 
it however intellectually on guard. 

It may be that psychiatry has not yet de- 
termined the optimum number of electric 
treatments for different types of cases, or 
the duration of the course of treatment. 
While we pore over the many studies neces- 
sary to yield these answers, the socio-eco- 
nomic problems appear as side-products of 
the diverse endeavors. In some instances it 
seems desirable to treat for a month, and 
then observe behavior following the sub- 
sidence of the confusion period. But if be- 
havior shows the psychosis continuing, re- 
sumption of therapy may be delayed, neg- 
lected, postponed “for a short time,” “for- 
gotten” or otherwise deferred. If therapy 
continues for 20, 30, 50 treatments, however 
long, a period of observation must ensue 
(during the years we are painstakingly 
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gathering criteria and end points, and draw- 
ing conclusions) during which the family 
must help the patient make his adjustment. 

If, in a community of two or three hun- 
dred thousand, 94 schizophrenics are restored 
in one year, the totals for the state and coun- 
try must be impressive. These patients have 
been subjected to electric or insulin therapy 
or bath, and the venom of the psychosis ex- 
tracted, but snags still hamper their adjust- 
ments in many instances. This socio-eco- 
nomic aspect of the parolee and of the ambu- 
latory shock patient, together with their 
families’ problems, requires careful study. 
Our own impression of this need springs 
from day-to-day attempts to help them meet 
these obstacles. No statistical analysis or ob- 
jective survey of conditions at home has 
been essayed, but programs in this direction 
grew in the form of questionnaires used to 
study the home behavior of patients on am- 
bulatory shock treatments. Hundreds of pa- 
tients were seen during the development of 
this mode of therapy, many of them the 
schizophrenics from whom the sharpest 
thorns of illness had been removed but who 
were still sick. 

The advisability of electrotherapy or of 
insulin therapy at this stage of our knowledge 
cannot be challenged, but a reconnoitering of 
the sociological settings into which the pa- 
tients return would seem to indicate that 
more careful control of this period is neces- 
sary. When the patient’s inadequacies in- 
terfere radically with the lives of the mem- 
bers of his family; when the economic bur- 
den mounts steeply; when constant super- 
vision is. necessary—in short when the pa- 
tient is patently not good for his family, and 
equally, the family not good for him— 
further steps should be taken. These steps 
are usually too long delayed for understand- 
able reasons of pride, sympathy and hope. 
The necessary steps are not inevitably repe- 
tition of shock therapy nor certification to 
a state hospital. Custodial care at some 
level in between, bulwarked by occupational 
therapy and psychotherapy, might resolve 
this Gordian knot. The so-called stigma of 
full commitment, and the despair of having a 
loved one confined with patients considered 
hopelessly and irretrievably ill, might thus 
be avoided. l 
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One fundamental result has insidiously 
emerged from the new emphasis on active 
treatment of psychoses. Stated baldly, it is 
that there has been a shift of a not incon- 
siderable portion of the responsibility for the 
care of the schizophrenic from the state to 
the individual. Where formerly most psy- 
chotics were placed in state hospitals as soon 
as their usefulness at home was over, many 
are now treated privately to the extent that 
individual financia! resources and individ- 
ual family situations permit. Whether this 
constitutes a criticism of the economic direc- 
tion in which the care of the mentally ill is 
moving will depend upon one’s own social at- 
titudes. However, the state should recognize 
that new problems exist as an outgrowth of 
new procedures and should redefine its re- 
sponsibilities for the care of the psychotic in 
terms whick will take into consideration the 
social and economic resultants. Further- 
more, plans should be outlined which will 
anticipate and solve as many of these prob- 
lems as possible. Such a plan is proposed 
below. 

It must be emphasized that we are not pri- 
marily concerned with protecting the family 
from the so-called “stigma” of mental illness 
or of state hospitals. We hope that some 
plan may eventually be evolved which will 
teach people in general the true nature of 
mental illness and the real value of state 
hospitals, while at the same time providing 
more ample care of the patient. We hope 
that such a plan may protect the family from 
its own emotional quicksands, and thereby 
become an important plank in the mental hy- 
giene structure of the community. The 
family is thus liberated from stigma in the 
most constructive way—by being encouraged 
to participate in the community’s coordi- 
nated endeavors to solve the problems of 
mental illness at every level, from medical 
to economic. It is not possible to present a 
fully blueprinted plan at this time but the 
following points should be emphasized. It 
should be pointed out that none of the sug- 
gestions to be made are completely new to 
psychiatric care, when considered individ- 
ually. However, they have been reformu- 
lated, reorganized and newly stressed to find 
an answer for a fresh problem, one of the 
many evolving from new therapeutic at- 
tempts. | 
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An initial effort in fostering the home care 
of ambulatory or “interval” patients should 
be directed at furthering the understanding 
of relatives while the patients are still under 
active treatment. In a recent paper(14) we 
described the'individual and group methods 
utilizable ir the instruction of relatives. It 
was pointed out that the queries and prob- 
lems of individual relatives are frequently 
overlooked through lack of time, and it was 
suggested that a meeting each morning with 
a group of relatives seeking information, of 
perhaps an hour’s duration, would not only 
provide more ample answers but woüld also 
intiate the special communizing values of 
group sharing of emotional problems. 

Secondly, the rôle of the psychiatric social 
worker in the problems here posed should be 
stressed. First, he can participate in the 
group work with patients and relatives in 
the hospital setting itself. Second, he can 
collaborate with the psychiatrist in many 
features of ambulatory therapy, including 
especially the group conferences with rela- 
tives during the waiting period while pa- 
tients are being treated. Giving reassur- 
ance, obtaining information concerning home 
and community behavior, and evaluating 
home infiuences are part of this function. 
Third, the more adequate supervision of 
home behavior may be entrusted to skilled 
workers. The evaluation of this interval 
period takes precedence over considerations 
of renewed therapy or custody. A careful 
measure of the social value of the patient, 
combined with an optimum threshold of sus- 
picion in relatives, will eventually lead to 
the proper reinstitution of care, whether oc- 
cupational, recreative, custodial, supportive 
or full hospitalization. ! 

The third building stone in the prolonged 
care of schizophrenic patients in the com- 
munity would be adequate followup by 
means of psychiatric examination. This step 
would be supplemented by the endeavors of 
the social worker. A planned schedule for 
the periodic evaluation of treated patients, 
whether private or clinic cases, should be 
adhered to. The problems arising because 
of limited personnel and resources must be 
met by education and group techniques. 

.A fourth, and most important, considera- 
tion involves the establishment of acute 
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treatment units strategically located geo- 
graphically and apart from the state hospital 
itself. Such centers would, from their in- 
ception, be more readily accepted by the 
community than the older state hospitals 
from which relatively few patients return 
home. Moreover, they would, by their edu- 
cational activities serve to remove some of 
the stigma with which state hospitals are in- 


. vested in the eyes of the public. The acute 


treatment units should be staffed by teams 
of psychiatrists, psychologists, social workers 
and nurses and ought to operate as recep- 
tion centers for acute psychotics. Patients 
who are amenable to treatment can be 
studied, treated and housed long enough to 
fully assess the results of treatment before 
returning home. Patients whose prognoses 
are poor or who have failed to respond to 
treatment can be transferred to centrally 
located state hospitals for custodial care and 
longer-ranging therapy. The units, being a 
part of the community, can act as public hy- 
giene centers for the purpose of education, 
for prophylactic mental hygiene, for child 
guidance clinics and for ambulatory shock 
treatment in carefully selected cases. They 
will be readily accessible to disturbed pa- 
tients and the "repeater" whose personality 
aberrations and whose home situation will 
be familiar to the professional group. 

The problem of obtaining personnel for 
these expanding functions is not a simple 
one. It is an aspect of the larger task of 
paying for medical security. It adds to the 
job of training and distributing psychiatrists, 
social workers and psychologists. It may 
seem impractical when we think of the ex- 
isting state hospitals already understaffed, 
overpopulated, meagerly subsidized. The 
shock therapies seem to have opened one 
small ventway to relieve this growing pres- 
sure on our resources. But the patients 
whom shock frees from the hospitals (and 
of whom, conversely, the hospitals are light- 
ened) constitute the important, threshold, 
early, salvageable group. The burden of the 
state hospitals is made hardly less heavy. 
Their relief must come additionally from 
many other sources. The retucn of these 
patients to hospital channels should be 
encouraged when necessary. Provision of 
hospitals expressly for them makes avail- 
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able more intensive care and treatment and 
makes it less likely that they will be neglected 
in the understaffed large hospitals. 


SUMMARY 


The shock therapies have provided a por- 
tion of relief for the enigmas of schizo- 
phrenia. However, socio-economic problems 
of considerable import have emerged to- 
gether with the partial successes of this 
therapy. For one thing, there has been a 
subtle shift of responsibility for the care 
of the mentally ill patient from the state to 
the individual family in many instances. 
Secondly, the family has been burdened 
with issues other than the immediate care of 
the patient, including changes in their living 
habits. Perhaps the major question which 
many families have been poorly prepared 
to meet lies in the responsibility for re- 
sumption of treatment at the proper time. 
Suggestions have been made for a plan de- 
signed to meet some of these problems, 
They embrace psychiatric, social and eco- 
nomic considerations together with & pro- 
gram for mental hygiene. 
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| ELECTRIC CONVULSIVE THERAPY IN STAMMERING ! 
THELMA V. OWEN, M.D., ann MARGUERITE G. STEMMERMANN, M. D. 
| | Huntington, W. Va. 


When a disease whose etiology is contro- 
versial is treated by a technique whose action 
is obscure, it is possible that the results may 

illuminate bcth the illness and the therapy. 
The basis for stammering has been variously 
attributed ta physical deficiencies, physio- 
- logical imbalances, psychological maladjust- 
ments, or 2 combination thereof. Likewise 


variously, the benefits from electric treat- 


ments have been explained on the basis of 
their physical, physiological or psychological 
effects. Which explanation one prefers 
would seem to depend rather upon the pro- 
clivities of the reader than upon the merits of 
the investigations upon which the explana- 
tions are based (psychological, physiological, 
or psychiatric). Since the investigations are 
in many cases equally painstaking and con- 
sclentious, the maximum benefit to the stam- 
merer shoulc derive either from an entirely 
new therapeutic technique, an eclectic one, 
or both. 

It is the purpose of this paper to corre- 
late the pluralistic approach toward stam- 
mering with one of the newer therapies, 
electric convulsive. To test the practical ap- 
plicability and efficacy of the method, a case 
study with these points in mind is reported 
in detail. . 


The patient, a 20-year-old white girl, was re- 
ferred by the State Rehabilitation Department be- 
cause of a speech defect which prevented her from 
procuring work. Six months previously she had 
graduated fror1 high school, where, in spite of the 
fact that her grades were necessarily dependent 
upon written work alone, she had been able to 
maintain a “B” average. Apparently her social ad- 
justment was also satisfactory, as she had many 
girl friends and enjoyed dancing and motion pic- 
tures. She avoided going out with the opposite sex 
after one experience, presumably because of the 
speech defect. In spite of her other assets, she was 
unable to obtain employment as a typist, for which 
she, had trained, because of severe stammering that 
had progressed to almost complete speech stoppage. 
Hospitalization for a reeducational program was 
therefore recommended. — 


1From the Owen Clinic, Huntington, West Vir- 
ginia. 
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On admission the patient was cooperative and 

obviously eager to please. She was appreciative of 
anything done for her either by the personnel or 
other patients. She rarely spoke voluntarily and, 
unless asked a question which could be answered by 
one word, there was complete speech blockage. 
Historical data, both psychiatric and medical, were 
secured from the patient in numerous sessions, the 
interviews being used for speech training as well 
as to secure information. 
- The patient was the second of 3 children, having - 
a sister ro years older and a brother 6 years 
younger, the latter dying in infancy. It is unlikely 
that the 3 children were of the same father, as the 
mother’s relationships with the opposite sex, then 
and now, apparently were governed rather by fi- 
nancial expediency than by social acceptibility. 
Early in life, the patient had had no speech diffi- 
culties, although an uncle with whom she lived for 
a short time was a stammerer. The father deserted 
the family early and the patient remembers nothing 
about him. Soon after the death of the infant 
brother, the mother injured her knee, producing a 
disability which, while slight, has provided àmple 
excuse for her failing to seek legitimate employ- 
ment. The patient dimly remembers many unrelated 
men about the home, one of whom made a mild 
attempt at sexual play with her. 

Soon after this incident, when the patient was 7 
years old, she and her mother were sent to the 
County Detention Home for ‘reasons which are 
unclear, but which can probably be attributed to 
the mother’s pauperism and her antisocial reputa- 
tion in the community. The older sister, then work- 
ing in a factory, made her home'with an uncle. 
The patient's development up to this time had ap- 
parently been normal. She had never shown evi- 
dence of left-handedness or mixed cerebral domi- 
nance. While the patient could not remember any 
specific incident which precipitated the stammer- 
ing, her entire experience in the detention home 
was a traumatic one. Her speech difficulties began 
soon after her arrival there, when she was being 
questioned repeatedly by everyone in the home con- 
cerning her previous life and her mother's activities. 
She remained in the home a year, where she started 
school, completing the first grade in spite of her 
stuttering. She felt that she was treated ade- 
quately, if not well, but missed her mother, whom, 
housed in another building, she was permitted only 
to visit. 

At the end of one year, the mother acquired a 
job and established a home for the patient. The job 
lasted only a short time, the family then being 
partially supported by the Department of Public 
Assistance, until the patient was hospitalized. The 
income from this source was probably supplemented 
by "gifts" from male friends provided both the. 
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mother and the older sister, the latter flagrantly fol- 
lowing her mother’s surreptitious career. When the 
patient was 10 years of age, the sister became il- 
legitimately pregnant. Beyond wondering why the 
baby was not born at home and what had become 
of the infant, the patient suppressed the feelings of 
shame which the incident generated, as effectively 
as she had the earlier sexual experience. 

The feelings of guilt and disgrace initiated by 
the detention home experience were now supple- 
mented by the irregular behavior of the mother and 
sister, behavior which the patient could neither 
condone nor accept. Her stammering became pro- 
gressively worse and, except for the eighth and 
ninth grades when she had a sympathetic and 
understanding teacher, she rarely even attempted 
oral recitations. However, she never failed a grade 
and in fact did well in those subjects in which 
written work predominated. In high school she 
majored in commercial subjects, not because she 
was particularly interested in business, but because 
she felt that they offered her the best chance for 
becoming self-supporting and independent of the 
way of life endorsed by her mother and sister. 

While her family did not flaunt their conduct be- 
fore her, she was subconsciously aware of their 
activities, but chose to ignore them. To avoid this 
intolerable awareness, she repressed in herself all 
desire for and even information about sexual ex- 
periences. At no time did she openly criticise her 
family or permit others to do so. Her loyalty and 
sympathy through the years were so exaggerated 
that she had successfully suppressed any feelings 
of resentment. On the other hand, neither did she 
ever waver from her goal of earning an honest liv- 
ing and maintaining her self-imposed high moral 
standards. Although lacking any self-assurance that 
she could attain her ends, she never ceased striving 
for them. 

The mother, however, either consciously or un- 
consciously, lest she lose the public assistance sup- 
port for her child, did all in her power to foster the 
patient’s handicaps and feelings of inferiority. Upon 
being introduced to the psychiatrist, the mother 
took charge of the conversation, thwarting the 
patient’s feeble efforts to talk by continually declar- 
ing that the girl was incapable of speech and she, 
the mother, “always talked for her.” Although re- 
puted to be an excellent cook herself, the mother 
had never taught the patient, or even allowed her, 
to care for her own clothes, much less to cook or 
do other types of housework. The mother proudly 
stated, “I do everything for her, even talk.” 

The patient’s general motor development, unlike 
that of many stutterers was not retarded. In fact, 
she learned new mechanical skills much more easily 
than intellectual ones. In the hospital, she quickly 
gained a reputation for free-hand drawing, design- 
ing greeting cards and sketching patterns to be 
applied to woodworking projects. The relaxation 
which was encouraged during the course of her 
speech training was never as successfully accom- 
plished as by paper and crayon. At ro years of 
age, while in the fourth grade, her I. Q. on the 
Helmon-Nelson scale was 85, a figure which 
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agreed with the clinical evaluation on admission to 
the hospital. At 21 years of age, one year following 
graduation from high school, a Nursing Aptitude 
Profile Test indicated an I. Q. of 98. 

Physically the patient was an attrzctive girl with 
a cheerful and ready smile, until she began to speak. 
There would then be grimacing, clenching of the 
fists, quickening of respirations, sweating and simi- 
lar psychomotor manifestations of a severe fear re- 
action. Both whispering and singing, if attempted 
at all, were accompanied by only slightly less severe 
somatic symptoms of terror. In neither instance 
was the resulting oral response intelligible beyond 
an occasional monosyllabic word. Physical examina- 
tion performed when the patient was at rest was 
essentially normal except for a generalized equal 
hyperactivity of the tendon responses and numerous 
carious teeth. There were no abnormalities of ihe 
nasopharyngeal structures. Bilateral short cervical 
ribs revealed by routine chest roentgenography were 
entirely asymptomatic. Laboratory studies were 
also within normal limits. A fasting electroen- 
cephalogram recorded a dominant 9 to 10 per second 
rhythm witk no abnormal bursts, but with oc-a- 
sional sleepy patterns. 'There appeared to be no 
essential differences in the tracings from the two 
hemispheres, although this information must neces- 
sarily be inferential, as only a single channel ap- 
paratus was available. A repeat EEG, 4 months 
after discharge, made under conditions similar to 
the first, revealed no change, except that no sleepy 
patterns were observed. 

Speech reeducation was begun in the orthocox 
fashion. Great emphasis was placed upon relaxa- 
tion, attempts to achieve this state being supple- 
mented by continuous flow tubs and music. At the 
beginning of treatment group psychotherapy was 
stressed rather than individual interviews. The pa- 
tient took an active interest in the group classes, 
not infrequently volunteering information, although 
speaking cortinued to be a very painful experierce. 
Because of the patient’s economic status, her 
earnest desire to secure a self-supporting job as 
quickly as possible and our inability to help her 
relax by the usual methods, a trial o electric treat- 
ments was begun. There was little change until the 
fourth treatment, after which improvemen- in speech 
was remarkable. She now not only answered ques- 
tions readily but even initiated conversation and 
took an active part in group singing. The latter 
accomplishment was particularly gratifying to Ler, 
as she had always enjoyed choral work, bad a 
pleasant voice, but had been too fearful to try lest 
she stumble over the lyrics. Thirteen :reatments 
were given at 5-day intervals, the last being a petit 
mal seizure, The improvement following this type 
seizure was even more dramatic than following the 
grand mal, the patient being able to speak normally, 
except for a slight stammer during excitement. It 
was repeatecly noted during the course of treatment 
that, following a visit from her farnily, the stam- 
mering which had been negligible before the visit 
became marxedly accentuated. 

It was, therefore, decided, following the seventh 
treatment, to institute intensive psychotherapy and 
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work out a concrete plan for her subsequent career. 
It was quickly disclosed that the patient's chief 
interest lay 1n the field of nursing from which she 
felt barred by economic factors. It was elso ap- 
parent that the mother was definitely handicapping 
the patient bv fostering dependency, as weil as by 
the maternal attitude that the community owed them 
both a living. 

Following the last treatment, the stammering 
continued to improve, especially when the patient 
accepted the responsibility of nurse's aide for one 
bed patient. She did her work well, talked con- 
stantly to her patient, consolidated her desire to 
become .a nurse, and generally gained more self- 
assurance.. A nursing aptitude test given by the 
State Nursing Association revealed that she was 
poorly qualified for the profession by reason of her 
limited intelligence and prior training, but well 
suited according to her total social adjustment, rat- 
ing very high in sympathy, self control, and loyalty. 
Therefore, although she was accepted by a reputable 
nursing school, she decided to accept the full time 
position of nurse's aide which was offered her and 
postpone training for another year. 

. From 3% months after admission to date (one 
year later) she has worked faithfully as an aide, al- 
most entirely for mental patients. Toward this 
group she has never shown any fear, but immeasur- 
able .patience and sympathy. Except for short 
periods when she assumes the responsibility for a 
particularly difficult patient, her work apparently 
has no effect on the stammering. When, however, 
during her weekly visits home she is confronted by 
her mother with a' new family crisis, an exacerba- 
ton of the speech defect is immediately precipitated. 
At these times, if her own efforts plus psychctherapy 
are not sufficient to help her speech, one or two 
electric treatments are given. Six treatments have 
been given in this fashion about every other month, 
improvement resulting in each case, the improve- 
ment again being most spectacular following a petit 


mal seizure. In addition to their specific action in: 


enabling the »atient to speak better, the treatments 
induce a state of relaxation making her more 
available to psychotherapy. 

During the first course, the treatments never 
generated fear. Since they have been placed on an 
intermittent basis, according to need, the patient has 
felt afraid of them, although recognizing that they 
are definitely beneficial. She has stated: "It makes 
me feel relaxed. I seem to be able to take more of 
an interest in people and can see more things to do. 
I feel less tired. It makes me thihk less about 
myself. id 


DISCUSSION 


The history of this particular case of 
stammering attests to its basic psychoneu- 
rotic cause. It is apparent from a review of 
the literature that, in the case material of 
most psychologists and all physicians who 
treat. stammering, the psychogenic factors 
in the disorder are. outstanding (Greene and 
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Small(1), Despert(2), Leary(3), Meyer 
(4), Maskowitz(5), Rotter(6)). The psy- 
chosomatic symptoms and biochemical 
changes associated with the act of stammer- 
ing (Greene(1), Hill(7)) mimic so closely 
similar changes in the nonstuttering psycho- 
neurotics that correlation of the two condi- 
tions appears inevitable. Both the psycho- 
somatic symptoms and the stuttering act 
itself are results, just as these same symp- 
toms are the results rather than the causes of 
the psychoneurotic's anxiety attack. 

There are three factors in the psychiatric 
history of stammerers which appear so fre- 
quently that they can be used as three psy- 
chotherapeutic guide posts. First, the lives 
of these patients appear to be especially con- 
trolled by a domineering mother; second, 
stammerers are more completely repressed 
than most psychoneurotics; and third, they 
have usually attained, if only superficially, 
a satisfactory social adjustment. The last 
factor is particularly important as this ad- 
justment camouflages the stutterer’s deep- 
seated anxieties, preventing his preceptors 
from assisting his basic difficulties, because 
they assume he is “psychologically normal” 
(Kenyon(8)). It was for this reason par- 
ticularly that prior attempts by social 
workers, teachers, and physicians to help our 
patient were unsuccessful. The first two 
factors would have been quickly disclosed 
and appropriate remedial measures could 
have been more easily applied, had the third 
factor been recognized IO years earlier. 

If psychogenic factors are the basic ones 
in stuttering, one wonders why the condition 
is not more prevalent among the mentally ill 
generally. Barbara(9) reports an incidence 
of 0.28% among psychotics, less than that 
estimated in the general population. In 
our experience among psychoneurotics of all 
types, the percentage of stammerers is es- 


.sentially the same low figure. Perhaps the 


stammerer discovers early in life that his 
speech difficulties, like the psychoneurotic's 
somatic complaints are, if not socially ac- 
ceptable, at least socially pitiable. He finds, 
too late, the price he has paid for relief 
from responsibility and. for society's sym- 
pathy. The question still remains why one 
child's fears appear as cardiac or intestinal 
symptoms, another's as oral difficulties... 
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The association within the family of an- 
other stammerer is probably an important 
factor. A traumatic incident in childhood, 
when stammering “‘saved” the patient is 
equally important. In our patient, her entry 
to the County Detention Home where she 
was questioned in detail regarding her 
mother’s way of life was undoubtedly a 
determinant. Refusal to talk would have led 
to reprisals by the authorities; inability to 
talk was a legitimate excuse for withholding 
information. 

The presence of an organic cerebral defect 
suggested by the theory of split laterality 
(Cobb and Cole (10)) and the electroen- 
cephalographic changes demonstrated - by 
Freestone(11), Travis and Knott(12), and 
others are at present too variable to be of 
assistance in the management of the indi- 
vidual patient. The tracings procured from 
our patient were of interest to us, but of no 
particular help. Even had asynchronism be- 
tween the right and left cerebral hemi- 
spheres been demonstrated, management of 
the case would still not have been changed. 

‘The remarkable immediate improvement 
in speech after convulsive therapy followed 
by relapse when situational difficulties be- 
came qualitatively and quantitatively greater 
than the patient's insight, parallels the ex- 
perience of Lewis(13) and Kalinowsky, 
Barrera and Horwitz(14), in the treatment 
of psychoneurotics. Those with anxiety neu- 
roses, the group in which our patient would 
be classified, are notably poor subjects for 
electric treatment. Yet, this type of therapy 
was definitely of benefit here, as a release of 
inner tension was achieved and the patient 
became much more amenable to psycho- 
therapy. The appreciably better effects fol- 
lowing petit mal compared with grand mal 
seizures again emphasizes the difference be- 
tween the psychoneurotic and the psychotic, 
in the latter the reverse being true. 


CONCLUSIONS 


1. To illustrate the value of the pluralistic 
apprcach to the problem of stammering a 
case is reported in detail in which psycho- 
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therapy, speech training, and electric convul- 
sive therapy were utilized. 

2. The dominant psychoneurotic traits 
were amenable to psychotherapy only after 
convulsive treatment released the patient's 
inner tension. 

3. Electric: convulsive therapy is recorn- 
mended in the management of severe stam- 
mering to shorten the period of treatment 
and to induce a more suitable atmosphere for 
both psychotherapy and speech reeducation. 
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GROUP PSYCHOTHERAPY IN PATIENTS RECOVERING FROM 
PSYCHOSES * 


RALPH W. COLTHARP, Lr. (M.C.) U.S.N. 


Group psychotherapy has been used dur- 
ing recent years as an adjunct to other forms 
of psychotherapy and not to replace other 
methods, such as analytical or inspirational- 
repressive therapy. It has been the writer's 
experience that men, particularly under 
combat conditions, benefited from informal 
group discussions of their problems and 
anxieties with a medical officer or some per- 
son in authority present. They were made 
to feel camíortable, and much release of 
hostility and catharsis was noted. These 
men were usually quite surprised to learn 
that the fellow next to them had the same 
worries, ar.d was not so different after all. It 
was learned that there was an improvement 
of the morale among these groups following 
these discussions. 

Giles Thomas adequately summarized 
the use of group psychotherapy in 1943. 
The fundamental theories of group or crowd 
psychology were noted to be of greatest im- 
portance, and these ideas were made appli- 
cable to the practice of psychiatry. Dr. J. H. 


Pratt, of Boston, is credited with founding . 


the method of group psychotherapy and the 
present development in the Boston Dispen- 
. sary can be considered an outgrowth of his 
experience over 30 years. As early as 1905, 
he established group discussions among tu- 
berculous patients, later to be followed by an 
application of this method to other diseases 
such as mental diseases, undernourished 
children, diabetic and cardiac patients. His 
method was largely inspirational and re- 
pressive, and he maintained what he called 
a "thought control clinic." It was estimated 
that 68 percent of the patients attending 
were helped. Improvement was attributed 
to loss of self-consciousness through identi- 
fication with the leader, establishing rapport 
with the leader, and suggestion to the whole 
group. | ! 
The report of Chappel, Stephano, Roger- 


1 The opinions presented are those of the author 
and. do not -epresent those of the Medical Depart- 
ment of the United States Navy. M 
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son and Pike, who treated a group of pa- 
tients with peptic ulcer by psychological pro- 
cedures, is of much significance. They 
reported favorable results in 31 out of 32 
patients after six weeks. Their aims were 
to control worry, prohibit discussion of 
condition and symptoms with family and 
friends, control effort, explain, give self- 
assurance, suggest, and assure or induce 
suggestion. 

Lazell, at St. Elizabeths, reported the re- 
sults of group therapy in patients with 
schizophrenia. His discussions were exceed- 
ingly frank and used the analytical view- 
point to explain mental mechanisms. He 
discussed such subjects as perversion, homo- 


sexuality, inferiority, hallucinations, over- 


compensations, daydreaming and work. 
Bibliotherapy was also used. He emphasized 
that other forms of treatment should be 
used, and reported favorable results. 

The Alcoholics Anonymous have learned 
by discussing their problems mutually to 
control the alcoholic diathesis. Their success 
is largely due to inspiration discussions, if 
we are to accept their reports. Psychiatry 
might indeed learn from their experiences. 
Moreno introduced psychodrama as an ad- 
junct to group psychotherapy. 

Wender, reporting in 1940, considers the 
favorable mechanisms operating in group 
psychotherapy to be intellectualization, pa- 
tient to patient transference, catharsis and 
group interaction. He warns against direct- 
ing the discussion against individuals, but 
recommends that case histories be used simi- 
lar to those of the patients, in order that 
they may assume an objective viewpoint. 

Schilder started group psychotherapy at 
the Bellevue Hospital in 1935, using small 


‘groups varying between two and seven. He 


points out that it is easier to see one's own 
problems when brought out by another. The 
patient is given a chance to make his own 
associations with his experiences when pre- 
sented in a group. The physician allows 
others to interpret these, or gives his own 
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interpretation when he sees fit. Schilder 
does not allow one individual to monopolize 
the conversation. Emphasis is placed upon 
the fact that the human element must be put 
into each situation which is interpreted and 
the patients must feel that the physician 
himself is human. He does not feel the sexes 
should be mixed for group therapy. 

Geraldine Pederson-Krag discusses the 
unconscious factors in group psychotherapy, 
and points out that a permissive attitude is 
developed. It is noted that when an indivi- 
dual becomes a part of a group, the uncon- 
scious tends to dominate the conscious, sug- 
gestibility increases, suggested ideas become 
acts, the critical faculty is decreased, and the 
individual feels stronger motivations. 

In a discussion of group psychotherapy in 
a military setting, Weinberg observed a 
frank expression, manifestations of trans- 
ference from member to member and to the 
leader, and the encountering of resistance. 
He expressed the opinion that group psycho- 
therapy was no time saver. He used groups 
of five to seven men who were returnees 
from combat zones, and care was given to 
select men of the same intellectual level in 
the group. Concepts dealt with were the 
role of the unconscious, somatic responses, 
guilt reactions, anxiety and dreams. Con- 
cepts were discussed as suitable material 
was produced. | 

Group psychotherapy was initiated at the 
United States Public Health Service Hos- 
pital, Fort Worth, Texas, partly as a mea- 
sure of economy of time, and partly because 
it was the belief of the writer that in group 
discussions patients could benefit from the 
experience of others. It was noted .that 
much of both good and bad information was 
disseminated on the wards during evenings, 
and it was felt that this could be better di- 
rected in a more or less formal discussion 
with a medical officer. It was instituted as 
an adjunct to individual therapeutic sessions, 
occupational therapy and other available 
methods. 


Group MAKE-UP 


All patients used were U. S. Navy officer 
patients, either active or retired, who were 
nearing or in a remission from a functional 
psychosis. They were on an unlocked ward. 
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The size of the group varied from 8 to 17, 
and the total number participating was 46. 
The intelligence in this group was superior, 
as their estimated I.Q. was between 115 and 
I44. After the initial group meeting, no 
set routine was followed for admission to or 
discharge from the group. Patients left the 
group as they were discharged from the 
hospital. Attendance was always voluntary, 
but was always 95 percent oi the maximum. 


TECHNIQUE AT SESSIONS 


The initial discussion occurred in a small 
lecture room, and it was explained that it 


. was felt that many of their problems were 


mutual, and that benefit could be obtained 
from mutual discussion. They were reas- 
sured that these discussions would not pre- 
clude personal interviews, and were urged 
to say anything that they pleased. It was 
noted that the lecture room atmosphere was 
not conducive to an unrestrained discussion, 
and therefore the meetings were transferrec 
to a dayroom on the officer's ward, which 
was equipped with comfortable chairs and 
divans, thus creating a pleasant, informal 
surrounding. Chairs were arranged in a 
circle and effort was made for the therapist 
not to be conspicuous. Topics disctissed 
were diversified and generally directed to- 
ward a mentel hygiene level. They included 
sex hygiene, religion, alcoholic problems, and 
mental meckanisms such as suppression, re- 
pression, hallucinations, delusions, or any 
associated topics which could be brought up. 
Although no schedule of discussion was 
made, an effort was made to discuss the pa- ` 
tients attitude toward his illness after he 
left the hospital. 


ROLE or THE THERAPIST 


Every effort was made not to appear to be 
the dominating individual in the group, but 
to assume an interpretive, suggesting role, 
and not to allow more aggressive individuals 
to dominate the meetings. An effort was 
made, with success, to induce the human 
atmosphere from the viewpoint of the thera- 
pist. A ‘jovial, good-humored atmosphere 
was promoted. Questions were frequently 
asked concerning perversion, sex techniques, 
etc, which were obviously very personal, 
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but were handled in a generally detached, 
impersonal manner. 


ORBSERVATIONS 


I. The most common experience of the 
patient was his surprise to learn that the 
fellow next to him had experienced many 
of the same difficulties, and that not he 


alone had heard voices accusing him of ab- 


normal sex acts, etc. They learned that 
their illnesses were not individualized. 

2. Livelv arguments occasionally ensued 
between patients as to whether they had been 
actually ill or not, and to what extent. 

3. Patients developed a dependency upon 
meetings, end if discussions were missed by 
the therapist, a hurt feeling was noted. | 

4. Problems could be discussed in an im- 
personal manner, and therefore were fre- 
quently more acceptable than when discussed 
in private psychotherapeutic interviews. 

5. It appears that patients gain insight 
more rapidly if they can frankly admit that 
they were mentally ill in a group. 

6. A great deal of catharsis was experi- 
enced in describing their individual illnesses. 
Hostility was released regarding the military 
service and authority in general. — . 

7. It was particularly noticeable that the 
group as a whole developed an esprit de 
corps. 

8. Questions most frequently asked were: 
(a) What causes' mental diseases? (b) 
What does my diagnosis mean? (c) What 
should I tell people about my illness? (d) 
What is shock treatment? (e) What should 
I do about having children? (f) When can 
I go home? (g) When can I get liberty? 
(h) What is wrong with John Doe oen 
one they had seen)? 

9. Questionnaires requesting critical opin- 
s of the group therapy were all favorable. 
. A twenty-seven-year old officer recovering 
from a severe depression reported: 


Although I do not feel capable of speaking of 
my own prcblems in a group just now, and there- 
fore have been able to contribute nothing to the 
discussions as yet, I feel they are beneficial inas- 
much as it leads to the realization that mine aren't 
the only prcblems nor am I the only one ever con- 
fronted with them. A general realization that 
things could be worse and that people have solved 
more difficult problems is helpful too. In the 
course of the discussions questions are sometimes 
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answered which I realized were troubling me but 
which it never had occurred to me to ask about— 
in a way I had sort of taken them for granted. 
Further, discussion on purely impersonal subjects 
gives one confidence in one's own opinions and 
ability to talk. 


A twenty-nine-year old officer who was 
in a near remission from a schizophrenic 
episode wrote: 


With confidence in the other members of the 
group and the leader, these discussions have be- 
come important to me on d self-help basis. 

Also, the informality tends to reassure me that 
not only other hospitalized patients, but civilians 
have many problems similar to ours. Since these 
other people succeeded in overcoming their diffi- 


. culties, the outlook for our individual cure is much 


brighter. 
I look forward to these group discussions and 
am happy to be able to expect this chance to ‘cherp’. 


A forty-nine-year old patient adds: 


Group discussions held at the U.S.P.H.S. Hos- 
pital have been very helpful to me. Nearly all 
subjects that concern mental illness have been ex- 
plained in such simple words that all could and did 
get a better understanding of the whole problem. 


SUMMARY AND CONCLUSION. 


The literature concerning group psycho- 
therapy is briefly reviewed. A report of 
group psychotherapy in a group of officers 
recovering from functional psychoses is 
made. Patients’ opinions of this method are 
reported. It is believed that group psycho- 
therapy is especially adaptable to patients of 
above average intelligence, and can be used 
as an adjunct to other forms of therapy. It 
cannot and should not replace other forms 
of psychotherapy. It has the special advan- 
tage of economy of time. Discussions are 
carried on in an impersonal manner, patients 
learn that their illnesses are not individual- 
ized, and mass catharsis is noted. 
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BETHLEM 
1247—1547—1947 


“To all the children of our Mother holy 
Church, to whom this present writing shall 


come, Simon, the Son of Mary, sendeth greet- 


ing in our Lord, . . . having special and 
singular devotion to the Church of the 
Glorious Virgin at Bethlehem, where the 
same Virgin brought forth our Savior incar- 
nate, . . . in the Honour and Reverence of 
the same child, and his most meek mother, 
and to the exaltation of my most noble Lord, 
Henry King of England, ... and to the 
manifold increase of this City of London, in 
which I was born ; and also for the health of 
my soul, and the souls of my predecessors 
and successcrs, my father, mother, and my 
friends, I have given, and by this my present 
charter, here, have confirmed to God, and to 
the Church of St. Mary of Bethlehem, all 
my Lands which I have in the Parish of St. 
Buttolph, without Bishopgate of London, 
.. to make there a Priory, ... to say 
Divine Service there, . . . and specially to 
receive there, the Bishop of Bethlehem, 
Canons, brothers, and messengers of the 
Church of Bethlehem for evermore, as often 
as they shall come thither and that a Church 
or Oratory there shall be builded, . . . that 
the Order, institution of Priors, ete., to the 
Bishop of Bethlehem and his successors shall 
pertain for evermore, . . . and Lord God- 
frey, Bishop of Bethlehem, into bodily pos- 
session, I have indented and given to his pos- 
session all the aforesaid Lands; . 

"This gift and confirmation of my Deed, 
and the putting to of my Seal for me and 
mine heirs, I have steadfastly made strong, 
the year of cur Lord God, 1247, the Wednes- 
day after the Feast of St. Luke the Evan- 
gelist." 

With these words, and many more, Simon 
FitzMary, sheriff of London, conveyed to the 
Bishop of 3ethlehem, during the reign of 
Henry III, that parcel of land with its build- 
ings which began the long history of the 
institution now known as Bethlem Hos- 
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pital, which this year celebrated the seven 
hundredth anniversity of its foundation. 

It has been stated that Henry VIII, in his 
quarrel with the Church of Rome, seized the 
Monastery which had been the property of 
the Bishop and Church in the Holy Land. 
Hack Tuke tells us, however, that this seizure 
by the Crown was carried out in 1375 during 
the reign of Edward HI. (The “for ever- 
more" of Simon, the Son of Mary, had 
lasted 128 years.) What Henry VIII did 
was to grant to the City of London in 1547 
a charter authorizing the city to administer 
the hospital “for the relief of the poor people 
there, according to the meaning of the foun- 
dation of the same, or otherwise as it should 
please the king for better order to devise.” 

The date when Bethlem was first used as 
a hospital for mental patients is uncertain, 
but it seems clear that it was so used long 
before the time of Henry VIII. Conditions 
at the institution having come into question, 
a Royal Commission was appointed in 1403 
to investigate. The report of the Commis- ` 


‘sion stated that six men of unsound mind 


were confined there. This appears to be the 
earliest definite evidence of mental patients 
in Bethlem Hospital. That the treatment 
methods then in vogue had been duly pro- 
vided was indicated by the further mention in 
the report of "Six chains of iron, with six 
locks; four pairs of manacles of iron, and 
two pairs of stocks." 

Tuke, who investigated the early history of 
Bethlem, points out that there existed two 
small hospitals to which he is inclined to 
"grant their priority as special houses for de- 
ranged persons." One of these was founded 
in the parish of Barking (1370) "for the sus- 
tentation of poor Priests and other men and 
women that were sick of the Phrenzie" ; the 
other was at Charing Cross. The records 
show, however, that the latter belonged to 
Bethlem Hospital, being relinquished in 1830 
to permit the development of Trafalgar 
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Square and the erection of the National 
Gallery. “We know, then,” Tuke concludes 
“that from about 1400—probably earlier— 
Bethiem received lunatics, on however small 
a scale; and we have here an explanation of 
the fact which has occasioned surprise, that 
before the time of the charter of Henry VIII, 
whose name is inscribed over the pediment 
of the existing building, the word ‘Bedlam’ 
is used for a madman or mad-house.” 

The original Bethlem Hospital, although 
somewhat enlarged from time to time, had 
proved entirely inadequate and a new hos- 
pital with capacity for 150 patients was 
opened in Moorfields in 1676. This second 
Bethlem: was an imposing structure and is 
said to have excited the ire of Louis XIV 
because it was planned after the Tuileries. 
“Tt certainly conveys ideas of grandeur," 
records Smith's "Ancient Topography oí 
London." "Indeed, it was for many years the 
only building which looked like a- palace in 
London." In this building for the first time 
male and female patients were segregated. 

It is significant of the public attitude of the 
seventeenth century that surmounting the 
pillars at the gateway to the hospital grounds 
were two stone figures, one representing 
` raving madness, the other melancholy, carved 
by the sculptor Caius Cibber, father of Col- 
ley Cibber, the actor. These effigies, so 
singularly out of place, later found more suit- 
able lodgment in the South Kensington 
Museum. 

By the end of the eighteenth century the 
hospital in Moorfields had outlived its use- 
fulness, and the third Bethlem was opened 
in St. George's Fields in 1815, designed for 
200 patients. 

The fourth and present Bethlem Hospital, 
favorably located in Monks Orchard, ten 
miles from Charing Cross, and having ac- 
commodation for 250 patients, was opened 
in I930. 
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To the literary minded the word Bethlem, 
or Bedlam, will recall “Poor Tom" of King 
Lear; the art devotee will think at once of 
the "Rake's Progress” ; the medical historian 
will remind us that John Haslam, appointed 
resident apothecary to the institution in 1795, 
published the earliest report of a case of 
dementia paralytica (1799). 

For five and a half centuries mental pa- 
tients have had admission to Bethlem Hos- 
pital. The long history reflects the changing 
views of both the medical profession znd 
society at large as to the nature of mental dis- 
order, the status of the mental patient, and 
methods for his management and treatment. 
It was not until 1632, according to Tuke, 
that first mention is màde of a medical man 
at the head of the institution, although one 
John Arundell, “more priest than physician,” 
the British Medical Journal says, was asso- 
ciated with the hospital in the fifteenth cen- 
tury. Most important of the early medical 
heads was Edward Tyson, who was physi- 
cian to Bethlem from 1684 to 1703. With 
him the reforms in the care and treatment of 
patients really began—and this, 100 years 
before the innovations of Pinel and Tuke, 
who are commonly thought of as standing at | 
the threshold of the modern period of hospital 
care. For a century and a quarter (1728- 
1853) four generations of the Munro family 
dominated the scene, the headship of the 
hospital passing from father to son. The 
second and third Munros both had to do with 
the treatment of King George III. 

Many distinguished names in British psy- 
chiatry have been associated with this vener- 
able institution, in its fourth edition a thor- 
oughly modern hospital which has become 
one of the world centers for postgraduzte 
training. Compared with its career of cen- 
turies, the hospitals of the western world are 
as of yesterday. 


CALIFORNIA CRIME STUDY COMMISSIONS 


Pursuant to an act of the California legis- 
lature, approved July 8, 1947, Governor Earl 
Warren, by executive order dated Novem- 
ber I, 1947, created 5 special crime study 
commissions. These commissions, each con- 


sisting of 5 persons, are to study, respect- 
ively, criminal law and procedure; adult cor- 
rections and release procedure; juvenile 
justice; organized crime; and social and eco- 
nomic causes contributing to crime and de- 
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lnquency in California. The final reports 
of the studies, with recommendations, are to 
be completed not later than July 1, 1949. 

In launching this program the Governor 
keld a 2-day conference on crime and juvenile 
justice at Sacramento on November 17 and 
18, to which were invited representatives of 
the judiciary, law enforcement officials, edu- 
cation, and representatives of official and 
voluntary agencies that minister to the social 
needs of California communities. More than 
1,000 persons accepted the Governor's in- 


vitation to attend and participate in the dis-: 


cussions pertinent to the respective commis- 
sions' interests. 
Each commission is expected to pursue its 
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studies in more or less autonomous fashion, 
the final results being coordinated by the 
State Department of Correction for eventual 
submission to the Governor and the legis- 
lature. 

The Governor’s long experience as a pros- 
ecuting attorney has stimulated his interest 
for the development of a more satisfactory 
program for dealing with crime and juvenile 
justice in California. The great increase in 
population since 1940 has also stimulated 
the need for taking inventory of the crime 
situation within the state and the formulation 
of more adequate measures for dealing with 
potential needs in this field. 

W. L. T. 


NOTICE 


Hotel accommodations for the Washington meeting of The Ameri- 
can Psychiatric Association. (May 17-20, 1948) are to be made 
through the offices of the Association, Room 924, 9 Rockefeller Plaza, 
New York 20. While the Statler Hotel will be the headquarters, it . 
will have only a limited number of rooms available. Therefore, most 
members will have to be assigned to other hotels nearby. Ample 
guarantees on rooms have been made so that everyone will be com- 
fortably housed. However, the attendance will be large, so please 
do not delay in notifying the office of the Association of your needs 


and the length of your stay. 


NEWS AND NOTES 


NATIONAL Apvisory MENTAL HEALTH 
CouNCiL.—Among the recommendations 
. made by the National Advisory Mental 
Health Council at its meeting in Washington 
in November, in order to augment the pres- 
ent program of the United States Public 
Health Service authorized under the Mental 
Health Act, which provides for training 
grants and stipends to universities, hospitals, 
and clinics to train graduate students in psy- 
chiatry, clinical psychology, psychiatric so- 
cial work, and psychiatric nursing, were the 
following suggestions. 

1. Emphasis should be placed first on the 
imprcvement and then the expansion of ex- 
isting training programs, with the establish- 
ment of new training facilities taking third 
place. 

2. Applicants for training stipends in the 
four specialty fields who plan to follow 
careers of public service, research, or teach- 
ing should be given preference. 

3. Scholarships should be awarded to 
senior medical students in Class A medical 
schools who wish to specialize in psychiatry. 

4. When possible, grants should be 
awarded to Class A medical schools for the 
development and stimulation of psychiatric 
teaching at the undergraduate level, but 
under certain conditions. 

5. Grants and stipends for training in clin- 
ical psychology should be given only to those 
institutions which offer doctorate or post- 
doctorate training programs in clinical psy- 
chology. 

6. Grants should be awarded to institu- 
tions offering an accredited 2-year social 
work course, in order that they may develop 
a psychiatric social work curriculum, and 
also to accredited one-year schools under 
certain conditions. Training stipends should 
not be awarded to students in the first year 
of graduate social work training. 

7. Support for training in psychiatric nurs- 
ing should continue to be given only at the 
head-nurse level and above. | 

The Council appointed chairmen for three 
groups which serve the Council in an ad- 
visory capacity: Dr. William Malamud to 


the Committee on Training, Dr. S. Alan 
Challman to the Committee on Community 
Services, and Dr. Nolan D. C. Lewis to the 
Research Study Section. 

Applications for training grants should be 
sent to the Training and Standards Section, 
Mental Hygiene Division, U.S.P.H.S., 
Washington 25, D. C., and for research 
grants to the Research Projects Director, 
Mental Hygiene Division. 


' NATIONAL COMMITTEE FOR MENTAL Hy- 
GIENE, 1947 ANNUAL MeErTING.—On No- 
vember 12 and 13, 1947, the National Com- 
mittee for Mental Hygiene held its regular 
annual business meeting-and scientific con- 
ference, in New York City. The meeting was 
concerned with the major issue facing the 
world at the present time, that is, preparing 
for world citizenship, and took its lead from 
the preamble of UNESCO indicating that 
the minds oi men are the essential focus in 
developing world citizenship. 

The first day dealt with the shorter per- 
spective, the forces that mold the minds of 
individuals, Those of the home were dis- 
cussed by Dr. Milton J. E. Senn; those to te 
found in the schools, by Dr. Daniel A. 
Prescott; and those ernanating from the job 
were analyzed by Dr. F. W. Dershimer. 

A special session in the afternoon cor- 
sidered the forces in the church; this. re- 
flected a corference held in Washington in 
the spring of 1947, of some 15 psychiatrists 
and 15 clergymen. In this conference both 
groups recognized that they were participat- 
ing in a division of labor and that an under- 
standing of the whole labor is necessary for 
the participants in the partnership to work 
effectively. . 

The second day dealt with the longer 
perspective. Dr. Sol W. Ginsburg gave a 
picture of the extent of the problem as re- 
flected by the responses of the readers of an 
advice column and articles on personal prob- 
lems. Dr. Frank Fremont-Smith pointed 
out some of the fundamentals of human be- 
havior that are concerned with democratic 
citizenship, end Dr. Kenneth Clark inter- 


421 


422 


preted the tensions between groups that have 
to be taken into account in a world citizen- 
ship that extends over various cultures. 

In the afternoon, the program of the Inter- 
national Committee for Mental Hygiene was 
described and interpreted: by Dr. J. E. 
Meakins and a plea presented to the audience 
to take part in the preparatory commissions 
upon which the program of the International 
Congress in London in August, 1948, will be 
based. The World Health Organization at 
present is a projected rather than an ac- 
complished reality. All that we have to go 
on today is the charter as it has been set up. 
The mental hygiene potentialities have not 
yet been accepted or even formulated. Dr. 
Harry Stack Sullivan, taking advantage of 
the freedom offered by this charter, outlined 
work that could be done under it. 

The annual luncheon of the National Com- 
mittee held on the second day included a 
tribute to Dr. James S. Plant by Mr. A. L. 
van Ameringen and the presentation of the 
Lasker Award. The main speaker of the 
luncheon, Dr. Alan Gregg, pointed to the 
responsibility of every person for the suc- 
cesses and failures of government in the 
mental hvgiene field. 

At the business meeting of the National 
Committee a new Board of Directors and a 
new Council were elected, as provided for 
in recently revised by-laws. The Board of 
Directors will be composed of 15 persons 
largely from the New York area who can be 
fairly regular in attending Board meetings. 
The Council is composed of 51 members, 
comparable to Board members, but so sit- 
uated as to be unable for the most part to 
attend regularly. The members of the Coun- 
cil will however, be eligible to attend all 
board meetings and will receive the agenda in 
advance and the minutes of such meetings 
subsequently and will serve essentially as 
Board members through correspondence. 


WINNERS OF 1947 LASKER AWARD.— 
Presentation of the 1947 Lasker Award for 
outstanding service to the nation’s mental 
health, given this year for “contributions to 
popular adult education in mental health, 
especially concerning parent-child relation- 
ships,’ was made cn November 13 at the 
38th annual meeting of the National Commit- 
tee for Mental Hygiene in New York. Law- 
rence K. Frank, director of the Caroline 
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Zachery Institute of Human Development, 
New York City, and Catherine Mackenzie, 
parent-child editor of the New York Times, 
will share the fourth annual Lasker Award 
of $1,000. 

Miss Mackenzie is cited for her writings in 
the New York Times and elsewhere and for 
“her continuous and effective campaign of 
education on the care and emotional develop- 
ment of children.” “By her ability to syn- 
thesize and integrate where differences of 
opinion exist, Miss Mackenzie has won the 
confidence of the press and the mental health 
profession,” Dr. George S. Stevenson, the 
Committee’s medical director, commented. 
Her column is posted in schools and social 
agencies and is often assigned as required 
reading in university classes. 

Mr. Frank is honored for a variety of ac- 
tivities in this field covering 26 years, “for 
his impetus and direction to the entire field 
of child development, parent-child relation- 
ships, and adult education.” At the Caroline 
Zachery Institute he directs lecture courses, 
research, and the establishment of fellow- 
ships, and supervises field work covering all 
aspects of child development from infancy to 
vocational guidance. He is a prolific writer 
on the subject; one of his widely read pam- 
phlets, “Fundamental Needs of the Child,” 
has been translated into many languages and 
thousands of copies have been distributed. 


THE SALMON MEMORIAL LECTURES, 1947. 
—pr. Harold Dwight Lasswell, internation- 
ally known political scientist and Professor of 
Law at Yale University, was presented by 
the Salmon Committee on Psychiatry and 
Mental Hygiene at the New York Academy 
of Medicine, November 12-14, 1947, in three 
lectures, soon to be published, on the dy- 
namics of power and personality. 

Defining power in terms of interpersonal 
relations and of those deprivations to indi- 
viduals and groups which are expected to 
follow the breach of a pattern of power, Dr. 
Lasswell emphasized the importance of de- 
velopmental and environmental forces in the 
shaping of power-seeking personalities. Such 
personalities accentuate the value of power 
in relation to other values in the social proc- 
ess and pursue power as a compensation 
against lowly images of the self. 

Since those who hold power do so only 
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so long as there is a continuing stream of 
empowering responses, the importance of 
choosing and supporting, as well as of rear- 
ing, leaders who can protect and perfect the 
values and institutions of democracy is ob- 
vious. It is a problem equivalent to the de- 
velopment of social health, by the diffusion 
of the kind of knowledge and education which 
wil enable men to make rational choices of 
leaders in the defense and perfection of a free 
society. Hence, social psychiatry and other 
“policy sciences" such as law, education, and 
the social disciplines at large can contribute 
effectively to its solution. Dr. Lasswell favors 
a concerted scientific effort, on the widest 
possible scale, to clarify the impact of insti- 
tutions on the formation of character and 
personality, with a view to developing new 
instruments of democratic education. 

Since the accentuation of power is a mo- 
dality of compensation against estimates of 
the self as unworthy and unloved, personali- 
ties fit to participate in the democratization 
of society must love themselves enough to 
love all. Effort must therefore be directed to 
the discovery of ways of handling children 
which would, in fact, aid in the formation of 
democratic character, transmit democratic 
principles, and foster the acquisition of demo- 
cratic skills. For, although the world com- 
munity today is adept in pursuing the path- 
ways of danger, it 1s inadequately oriented to 
those which, implementing the value-shaping 
and value-sharing potentialities of a truly 
democratic commonwealth, should lead to 
lasting peace. 


ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MENTAL DisEAsE.—Àt the December 
meeting of the Association in New York the 
following officers were elected for the com- 
ing year: 


President: Dr. Henry Woltman of the Mayo 
Clinic. 

Vice-President: Dr. Roland H. Mackay of 
Chicago. 


Second Vice-President: Dr. Houston Merritt of 
Montefiori Hospital, N. Y. 

Secretary-Treasurer: Dr. Clarence C. Hare of 
the N. Y. Neurological Institute. 

Assistant Secretary: Dr. Rollo J. Masselink.. 


Dr. NORMAN CAMERON APPOINTED PRO- 
FESSOR OF PsvcuiATRY.— The University of 
Wisconsin Medical School has appointed Dr. 
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Norman Cameron professor of psychiatry. 
He will introduce required work in medical 
psychology and psychopathology for first and 
second-year medical students. 

Dr. Cameron has long been connected with 
the University of Wisconsin faculty, having 
served as assistant professor of psychology 
for several years before taking his medical 
degree. He has also been attached to the de- 
partments of psychology and psychiatry at 
Cornell Medical College and to the depart- 
ment of psychiatry in the School of Medicine, 
Johns Hopkins University. 


VETERANS ON DISABILITY COMPENSATION 
Rorrs.—The Veterans Administration an- 
nounces that on June 30, 1947, there were 
1,728,516 World War II veterans on dis- 
ability compensation rolls. Of these, 7196 
were for disabilities resulting from general 
medical and surgical cases; 27.5% were 
neuropsychiatric cases; and the remaining 
1.5% were tuberculosis cases. In the neuro- 
psychiatric category, functional disorders of 
the nervous system were the reasons for 
nearly two-thirds of all the cases. Psychiatric 
disorders and organic disorders of the ner- 
vous system make up the other third, in about 
equal proportions. 


AMERICAN Group THERAPY ASSOCIA- 
TION.—The 1948 annual meeting of the 
American Group Therapy Association will 
be held at the Hotel Commodore in New 
York City on April 11. The program will 
include a luncaeon session followed by a case 
presentation and discussion, and also an eve- 
ning session devoted to reports and explana- 
tion of current practices and trends in group 
therapy. A copy of the preliminary program 
and further information may be obtained by 
writing to the office of the Association, 228 
East 19th St., New York 3, N. Y. 


PRESENTATION OF A STATUE OF SIGMUND 
Freup.—To the New York Psychoanalytic 
Society and Institute there was presented on 
November 12, 1947, a statue of Sigmund 
Freud. This was the work of the sculptor, 
Olem Nemon, and given by an anonymous 
Belgian in recognition of a debt of gratitude 
to the United States and to Freuc. At the 
unveiling ceremonies, Dr. Sandor Lorand 
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was chairman, and two addresses were given. 
Dr. A. A. Brill spoke on “Freud in America,” 
and Dr. Paul Federn on “Freud amongst Us 
—His Followers.” 

The New York Psychoanalytic Institute 
has a faculty of 50 physicians and a student 
body of about 150. It will soon open a treat- 
ment center and is now expanding its teach- 
ing courses. 


AMERICAN ASSOCIATION ON MENTAL DE- 
FICIENCY.—The 1948 annual meeting of this 
association will be held in Boston at the Cop- 
ley Plaza, May 18 to 22, instead of the 
hotel and dates that were announced in the 
August JcuRNAL. This meeting will com- 
memorate the hundredth anniversary of the 
first schoo! for mental defectives in this coun- 
try and it will be the first international 
congress on mental deficiency. 


STONY LODGE APPROVED FOR RESIDENCY 
TRAINING.—The Stony Lodge Sanitarium at 
Ossining, N. Y., has recently been approved 
for psychiatric residency training. There are 
two openings available at this time; these are 
best suited to men who have had two years 
of experience in state hospitals, Army, Navy, 
or Veterans Hospitals and who would want 
to complet? their third year of required train- 
ing for the American Board of Neurology 
and Psychiatry. 

The program at Stony Lodge includes in- 
tensive psvchotherapy as well as insulin and 
electroshock therapy. Inquiries may be made 
directly to the physician-in-charge, Dr. Ber- 
nard C. Glueck, Jr., Stony Lodge, Ossining, 
N. Y. 


Jos INFORMATION SERVICE FOR PSYCHIAT- 
RIC SOCIAL WomKEns.—With the coopera- 
tion of the National Committee for Mental 
Hygiene a plan has been formulated for the 
establishment of a job information service, 
to be undertaken by the American Associa- 
tion of Psychiatric Social Workers. It is 
felt that tne apparent shortage of personnel 
is due in part to the fact that there has been 
no nation-wide system for bringing clinical 
job openings to the attention of qualified 
personnel. A monthly bulletin, which will be 
distributed to members of the A.A.P.S.W., 
will list all psychiatric social work positions 
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that come to the Association's attention. 


.lhose who wish to list positions available 


should write for the appropriate forms and 
for information about fees to the American 
Association of Psychiatric Social Workers, 
1790 Broadway, New York 19, N. Y. 


IN Honor or Dr. SrRANSKY's SEVEN- 
TIETH Birtapay.—To pay tribute to Pro- 
fessor Erwin Stransky of the University of 
Vienna, whose seventieth birthday occurred 
on July 3, 1947, his friend and colleague, 
Dr. Josef K. Waldschütz, has kindly supplied 
some of the more significant features of the 
career of this distinguished scientist who has 
had so much to do with the development of 
psychiatry in his native country. 

Dr. Stransky received his Doctor's degree 
from the University of Vienna at the excep- 
tionally early age of 22. He was for many 
years assistant to Professor Wagner-Jauregg, 
and among his other great teachers were 
Obersteiner and Frankl-Hochwart. At the 
age of 37 he became associate professor of 
neurology and psychiatry in the University 
of Vienna. He served at the Front as med- 
ical officer in the Austrian army during 
World War I. 

Following Hitler's invasion of Austria in 
1938, Professor Stransky, because of “non- 
Aryan descent, was deprived of all his 
official connections and rights. His dwelling 
was in the line of fire of the Russians on one 
side and their western allies on the other 
but miraculously escaped. He and his wife, 
however, were subjected to extreme hard- 
ship, and it was through the self-sacrificing 
efforts of Mrs. Stransky and a few devoted 
friends that Dr. Stransky’s transportation 
was prevented. 

It is a pleasure to record that following the 
collapse of the Hitler regime he was able to 
resume his scientific and humanitarian work. 


_In the spring of 1945 he was appointed chief 


of the Vienna Neurological Clinic Rosen- 
hügel and by his personal efforts built up 
again this institution from a bombed-out 
ruin to one of the important neurological cen- 
ters of Europe. Early in 1946 he was given 
the title of full professor in the Universtiy of 
Vienna, and on attaining his seventieth birth- 
day was appointed professor emeritus. 
Professor Stransky’s bibliography includes 
more than 200 original studies. His textbook, 
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Introduction to Mental Hygiene, was one of. 


the earliest treatises on the subject. 

Dr. Stransky has been an Honorary Mem- 
ber of The American Psychiatric Association 
since 1933. The JouRnNAL would like to add 
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its word of appreciation and tribute to those 
of his colleagues and friends and to those of 
the academic and civil authorities who paid 
honor to him on the occasion of his seven- 
tieth birthday. | 


RESOLUTION RELATING TO "HOFHEIMER PRIZE" 


Wuereas, The Estate of Lester N. Hof- 
heimer, deceased, proposes a donation or 
contribution of $25,000 to The American 
Psychiatric Association for the purpose of 
providing an annual award for outstanding 


contribution of a research nature in the field’ 


of psvchiatry or mental hygiene; and 

Wuereas, The Council of the Association 
recommended the acceptance of said special 
fund, and approved the following form of 
resolution submitted to the Association for 
adoption at its annual meeting, held at New 
York, New York, on May 21, 1947, the said 
resolution reading as follows: 


Be It Resolved, 'That there shall be and hereby 
is created a Group to be known as the Hofheimer 
Prize Board, consisting of eight Fellows and Mem- 
bers of The American Psychiatric Association, to 
be appointed by the President. The President of 
the Association shall serve as a member of the 
Board during his term of office, or if he be already 
a member of the Board, the President-Elect shall 
.serve ex-officio as a member of the Board. The 
original Board members shall serve continuously 
for three years, after which the first two-named 
appointees shall retire and shall be replaced by two 
other Fellows or Members of the Association to 
serve a four-year term in their place and stead. 
The Board shall annually nominate three Fellows 
or Members from whom the Council shalf select 
two; thus two members shall retire annually; and 
their successors be appointed for a term of four 
years, except as herein-above provided. The re- 
tiring members of the Board shall be ineligible for 
re-election for one year immediately following their 
retirement. Vacancies caused by death or resigna- 
tion shall be filled by the Board in line with the 
procedure herein prescribed; and the President of 
The American Psychiatric Association will give 
notification of the names of the proposed new mem- 
bers to the three persons now serving as Executors 
of the Estate of Lester N. Hofheimer, deceased, or 
to the surviving or substituted Executors of said 
estate: and l 

Be It Further Resolved, That the Hofheimer 
Prize Board shall award each year at the annual 
meeting of the American Psychiatric Association a 
prize award to be known as the “Hofheimer Prize,” 
in the amount of $1,500, to a citizen of the United 
States or Canada, not over forty years old at the 
time of his publication, or submission for publica- 
tion, of an outstanding contribution of a research 
nature in the field of psychiatry or mental hygiene. 


The award shall apply only to work published 
within a period of three years prior to the date 
of the award. The award may be made to each 
member of a group, instead of to an individual, 
provided that the majority of the group are citizens 
of the United States or Canada, and that the median 
age of the group did not exceed forty years at the 
time of publication. Such annual award of $1,500 
shall be equally divided among the members: of the 
group. Each recipient or recipients, in the case of 
a group award, shall receive a certificate (the 
expense for which shall be paid from the fund) 
indicating that the "Hofheimer Prize" has been 
made possible under terms of the Will of Lieu- 
tenant Lester N. Hofheimer, deceased. The award 
shall not be confined to Fellows or other members 
of the American Psychiatric Association. The 
Board may, in its discretion, omit the prize award 
for any one year, but the making of the award shall 
not be omitteé for any two successive years; and 

Be It Further Resolved, That the $25,000 shall 
be placed in a separate fund and invested in United 
States Goverrment securities or deposited in New 
York State savings banks, and all income there- 
from shall be added to the principal of such fund; 
and, whenever at any time the remaining portion of 
the fund, including the income therefrom, shall be- 
come less thàn $1,500, the said balance shall revert 
to the general funds of The American Psychiatric 
Association, 


Now, Therefore, 'The American Psychiat- 
ric Association at its annual meeting for 
1947 agrees to accept, and does hereby 
accept, saič donation or contribution of 
$25,000, and adopts the aforesaid resolution 
as the formal act of the Association this 
21st day of May, 1947. 

; SAMUEL W. HAMILTON, 

President. 
Attest: 
Leo H. BARTEMEIER 
Secretary. 


The President appointed the following Fel- 
lows of The American Psychiatric Associa- 
tion to serve as the Hofheimer Prize Board: 
Dr. Franz Alexander, Dr. Harry C. Solo- 
mon, Dr. George E. Daniels, Dr. Thomas A. 
C. Rennie, Dr. David Levy, Dr. George S, 


. Stevenson, Dr. John C. Whitehorn, and Dr. 


Nolan D. C. Lewis. 


-enj a 


uL 
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THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following were certified at Chicago, Illinois, October 
27-28, 1947. 


PSYCHIATRY  , ? 
(By Examination) 


Ackerman, Albert, 2810 O St, S. E., Washington 20, D. C. 

Adelson, Edward T., 201 Keer Ave. Newark 8, N. J. - 

Ault, Charles Carter, Vets. Admin. Hosp., Little Rock, Ark. 

*Barnard, -Reth L, Menninger Clinic, Topeka, Kansas. 

Penne Edward , Halioran Veterans Hospital, Staten 
sland, N. Y. 

Bergman Murren Newark State School, Wayne County, 
ewark, N, J. 

Binder, Morris, Veterans Hospital, Northport, New York. 
Braverman, Aaron Harry, Veterans Administration Hos- 
pital, Bedfcrd, Mass. l 
Bryan, Elizabeth Lynn, Brooklyn Regional Office—Vet. 

Admin. 33 Ryerson St. N. Y. 
Byrnes, Allen W., Box 157 Richland, Michigan. 
Carotenuto, Ralph J., 380 Sterling Place, B-oklyn 17, 
New York, 
Center, Abratam H., 17-A West Gordon Street, Savannah, 


Georgia. 

Chaplik, Michael, 51 E. 73rd Street, New York 21, 
ew York. 

Cohen, Newman, 475 Commonwealth Avenue, Boston 15, 


ass. 
D'Angelo, Ernani, 90-26 r5oth St, Jamaica, New York. 
Doering, John A., Delaware State Hospital, Farnhurst, 
Delaware. NE 
Dorsey, John Morris, 3743 Brush St, Detroit, Michigan. 
Dredge, horas Joseph, Greystone Park, New Jersey. 
Durante, Raphael H., 1930 Snyder Avenue, Philadelphia 


45, Penna. 
Biber Arnold H., Springfeld State Hospital, Sykesville, 


Faguet, Benjamin B., 378 Golden Gate Ave., San Francisco 
2, Ca 
Ferber, 


ork. 

Foltz, Louis M., 8:2 Hevburn Building, Louisville’ 2, 
Kentucky. 

Fox, Thomas Holland, Fort Mead, South Dakota. 

Gallagher, William Hanna, Traverse City State Hospital, 
Traverse: C-ty, Michigan. 

Gardiner, Harry M., Box A, Harding, Mass. 

Goldfarb, Simon L., Vet. Admin., Mental Hygiene Clinic, 
95 Pearl Si., Hartford 4, Connecticut. 

Goldfarb, Walter, res West ssth Street, New York 19, 
New York. i 

Grassi, Michael O. A., 731 North 63rd St, Philadelphia, 

enna, 

Green, Sydney H., 115 Edison St, Corte Madera, 
California 

Greenbaum, Fhilip Samuel, 2839 East 2nd Street, Tucson, 
Arizona. 

Hall William, Stone, S. C. State Hospital, Columbia, 
South Carolina. 


Holden, Isidore, Wadsworth Vet. Admin. Hosp., Los 
Angeles, California. 

Holder, Charles O., Box A, Kalamazoo, Michigan. 

Holmes, Mansell B., Vet. Admin. Hosp., Tucaloosa, 


Alabama. 
mugs Frank J., 6826 Greenleaf Street, Parma Heights, 
io. 
Jahrreiss, Walter O., 3703 Clark's Lane, Baltimore r5, 
aryland. 
Johnson, Simon Overton, Supt., Lakin State Hosp., Lakin, 
West Virginia. . 
Jones, Ernes: Frederick, Vet. Admin. Hosp. 
Indiana. 


Kaplan, Louis, 2102 Delancey Place, Philadelphia 3, Penna. 
Karlen, Saul Howard, 5x East 73rd Street, New York 21, 


Marion, 


ew York. 
Kelley, Kenneth M., 2org 43rd Ave, San Francisco, 
California. 
Longan, Robert Coleman, Jr., 810 West Franklin Street, 
Richmond, Virginia. 
Lyons, Willtam H., 611 Kales Bldg., 76 W. Adams, Detroit 
26, Michigen. 
Marcovitch, Joseph, Vet. Admin. Hosp., Marion, Indiana. 
sage aa Oswald John, r213 Court Street, Utica, New 
ork, ~ l 


* Denotes Complementary certification. 


if. 
David M. 2744 Bedford Ave., Brooklyn ro, New ` 


McLendon, Sol Brown, S. C. State Hospital, Columbia, 


Miller, rM d Ray, 83so Wilshire Boulevard, Beverly 

ilis, Calif. 

Morgan, John D’Arcy, Vet. Admin, American Lake, 
Washington. 

DET James M., Willard State Hospital, Willard, New 


OT A. 
Neustadt, Elsie S., 27 Avon Way, Quincy 69, Massachu- 


setts. 
Donne John Joseph, 197 Fourth Avenue, Ottawa, 
anada. 
Odenwald, Robert P., 53 Park Place, Suffern, New York. 
O'Gorman, William D., 1104 City National Bank Building, 
Omaha, Neb. . 
Olsen, Albert Lamoin, Vet. Hosp., Fort Custer, Michigan. 
Pertin Hellen Joyce, 1117 Equitable Bldg, Des Moines, 
owa. 
Primakow, Max J., Vet. Admin. Center, Wood, Wisconsin. 
Prudhomme, Charles, 1752 17th Street, N. W., Washing- 


ork. 

Schlan, Louis, 25 E. Washington St., Chicago 2, Illinois. 

Shelton, Henry Z., Rockland State Hospital, Orangeburg, 
New York. 

Sloan, Roy C. 1220} Texas Avenue, Lubbock, Texas. 

Stephens, Willie Mary, 55 E. Washington, Chicago, Illinois. 

Toll, Nina, Connecticut State Hospital, Middletown, Conn. 

Valles dirence A., Batavia Vetterans Hosp., Batavia, 

ew or 


York. 

Winn, Joseph A., 405 East 72nd Street, New York 21, 
ew York. i oat 

Wortbmgton; Robert L., Menninger Sanitarium, Topeka, 
ansas, 

Yood, Bernard, 481 Beacon St., Boston, Mass. 


PSYCHIATRY 
(On Record) 


Trevisano, Anthony, Veterans Administration, Castle Point, 
New York. 


NEUROLOGY 
(By Examination) 
Burrows, Ernest A., 116 Waterman Street, Providence, 


*Epstein, Carl M., The Menninger Foundation, Topeka, 
ansas. 
*Futterman, Samuel, Vet. Admin, ro31 So. Broadway, 
Los Aangeles 15, Calif. 
Magladery, John William, Johns Hopkins Hospital, Balti- 
more, Maryland. 
Roberts, Lewis Alan, Bellevue Psychiatric Hosp, New 
ork, New York. 
Tarton, John Hallman, 6342 Carnation St., Philadelphia 
44, Pa. 
Weaver, Samuel Wood, 1205 No. Broadway, Santa Ana, 
California. l l 


NEUROLOGY AND PSYCHIATRY 
(By Examination) 


Osborne, Raymond L., 140 East sath St., New York 22, 
New York. ' : ' 


Simon, John Leopold, 15 East 75th Street, New York 21, 


New York. , . 
Steinberg, Miguel, 240 Central Park South, New York 


19, New York. 





* Denotes Complementary certification. 
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BOOK REVIEWS 


THE SEcowp Forty Years. By Edward J. Stieg- 
litz, M. D. Philadelphia and New York: J. B. 
Lippincott Company, 1946. Foreword by Anton 
J. Carlson, A. M., Ph. D, LL. D., M. D. Sc. D. 


A laudatory foreword by Anton Carlson suggests 
that the book is well worth reading. This view- 
point is borne out as one goes through the book, 
and in general it can be said that the book is 
packed with a wide variety of information, that 
it is interestingly written, and that most of it can 
be understood by the average reader. The author 
has read widely on the subject; he has assembled 
his facts in an interesting manner; and the re- 
viewer would agree with Carlson that “it is a 
MUST book for all men and women past forty." 

The author starts out with a discussion of what 
one means by aging or growing old, and shows 
how aging is something that starts from the time 
of birth and goes on until the time of death. The 
popular fallacies and misunderstandings with re- 
gard to the aging process are discussed. The reader 
is told that much that happens in the second 40 
years of life is dependent upon what happened dur- 
ing the first 40 years and that it is possible, with- 
in limits, to control conditions. The author gives 
proper emphasis to heredity, physical disease, and 
psychological factors (such as emotional tension) 
as factors which influence the aging process. There 
are chapters on "Life With a Handicapped Heart"; 
“High Blood Pressure”; “Nutrition in Later 
Years"; "Sex and Age"; “The Question of Can- 
cer"; and “The Point of View.” Many worth- 
while constructive suggestions are made, and in gen- 
eral the reader is given good advice and many of 
his fears are dissipated. 

The reviewer finds only two places where he 
would make any specific criticism. In the discus- 
sion of rest and fatigue, the author does not seem 
to take into account some of the latest work which 
indicates that chronic invalidism is frequently 
avoided by rapidly getting patients up and about. 
There is constant insistence that the individual 
must take a long period of rest after any sickness. 
According to the author's claim, “for each five 
years that we have lived, we require an additional 
day for an equivalent extent of postinfection re- 
habilitation He concludes, therefore, that a man 
at sixty requires 12 days to accomplish the same 
degree of repair thata child of five requires. Taken 
literally it would seem that this advice would pro- 
long convalescence unduly in many of our older 
persons. 

The discussion of mental disease in senility is in 
many respects good, but the attempt to differen- 
tiate arteriosclerotic dementia from senile dementia 
on the grounds that the arteriosclerotic has a "very 
*definite tendency towards, the development of para- 
noid attitudes and delusions of persecution,” and 


the statement that the arteriosclerotic tends to | 


turn against those nearest and dearest to him do 
not seem to be an adequate differentiation. These, 
however, are very minor criticisms in what is an 
excellent book It is recommended that all psy- 
chiatrists should familiarize themselves with this 
book and that it should be prescribed freely fcr 
older patients to read. 
Kart M. Bowman, M. D, 
San Francisco. 


INTRODUCTION A LA CRIMINOLOGIE. By Etienne de 
Greef. (Brussels: Vandenplas, 1946.) 


The author is professor in l'Ecole des Sciences 
Criminelles de Louvain and a disciple of Lou's 
Vervaeck. This volume was finished in 1944 and is 
a second edition, the first having appeared in 1937. | 
In essence the book is a sociological analysis and . 
interpretation of the factors conducing to and sup- 
porting criminal behavior. , 

Prof. de Greef considers first the usual scciologi- 
cal factors: illiteracy, economic (wage or income 
level), social change, alcoholism, divorce, the press, 
the cinema, ard seasonal (in terms of both colé- 


.warm rhythm and more obscure meteorological 


conditions). He then discusses what he terms “le 
milieu inéluctable”: geographic factors, as locality, 
city, housing ; and familial relationships with special 
reference to harmonious vs. disharmonious. In all 
of this there is no radical departure from the con- 
ventional viewpoint, i.e., that socio-economic factors 
are all important, are all effective mechanisms in 
the setting up of the potentially criminal behavioral 
situation. If anything, de Greef seems to feel that 
the far more personal family-circle picture is a 
prepotent factor. 

The discussion of deliquency in the “milieu 
choisi" is well done, since de Greef deals with the 
world that the delinquent creates for himself—as 
an escape—or that is created for him—by other de- 
linquents or by the alluring pictures of fiction and 
the cinema. The “world of choice" is the dream- 
world where the delinquent is freed of all his bonds, 
as it were: bonds of family or social restraint, 
bonds of personal inadequacy, bonds of conventional 
restriction, and so on. 

The chapter on the anatomico-physiological “per- 
sonality” of the criminal is. out of: date. Lombroso, 
Vervaeck, Kretschmer, and a few others are given 
as authorities. The old concept of "stigmata" is at 
least tacitly approved, in references to types of ear, 
nose, mouth, and so on. Recent studies by Goring, 
Hooton, Sheldon, and.others are either not cited 
or mentioned only in passing. 

'This book does not pretend to cover any phase of 
the field of scientific crime detection. It is simply a 


_ discussion, and a not very up-to-date one at that, 


of criminology as a sociological phenomenon. 
W. M. KROGMAN, 
University of Pennsylvania. 
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THe BroLocr or SCHIZOPHRENIA. By Roy G. Hos- . 


kins, M. D. (New York: W. W. Norton & 


Company, Inc., 1946.) 


This monograph, which represents the Salmon 
Lectures of 1945, is already familiar to most readers 
of psychiatric literature. The previous 12 annual 
series of lectures were delivered by psychiatrists; 
it is refresking and stimulating to have the ap- 
proach and taoughts of a physiologist in the biology 
of such a common failure of nature as cccurs in 
schizophrenia. 

Immaturity is emphasized in the genesis of the 
schizophrenic person. It is stated, "Organic hered- 
ity and sociel heredity play intermingled and often 
indistinguishable roles in the determination of the 
characteristics of the maturing individual.” 

The author summarizes briefly his experience of 
18 years of research into the psychosomatic aspects 
of schizophrenia, including the endocrine relation- 
ships. The prevalence in the schizophrenic syn- 
drome of general lassitude, low blood pressure, 


reduced oxygen assimilation, mild anemia, abnormal 


metabolism, unusual physicochemical findings, and 
sluggishness of sympathetic responses is related to 
inner tension, which of course has deepér meanings. 

Defective homeostatic equilibria are often deter- 
mined by attitudes, a factor which has heretofore 
been neglected. The author could. give us much 
. more about this correlation in his “Biological Ap- 
praisal of Schizophrenia.” He himself is not com- 
pletely satisted with his thesis of “immaturity,” 
and refers to alternative possibilities, such as a spe- 
cific pathology which might lead to “decompensa- 
tion” ; indeed reference is made to “decompensated 
neurosis,” 

The author urges stat future research approaches 
should include, first of all, “an adequate appraisal 
of the value of the various therapeutic modalities 
that are now in vogue. Aside from a certain amount 
of inadequate evidence regarding the value of the 
shock therapies we know practically nothing in a 
decently quantitative way as to the value oí any. 
Indeed, we do not even know how good psychiatry 
is for the psychotics. And while faith is an ad- 
mirable human attribute, it is not an adequate basis 
for therapy." 

There are important challenges to psychiatrists 
with which every student of psychiatry should be 
acquainted. Too little is known about this very core 
of hospital psychiatry. These challenges’ of the 
author are wholesome and stimulating. 

Rirzy H. Gurur, M.D, — 
Norwich State Hospital,, 
Norwich, Conn. 


MoNGOLISM AND CRETINISM: A STUDY OF THE 
CLINICAL MANIFESTATIONS AND THE GENERAL 
PATHOLOGY OF PITUITARY AND THYROID De- 
FICIENCY. By Clemens E. Benda, M. D. (New 
York: Grune & Stratton, 1946.) 


This moncgraph is the result of 10 years of re- 
search on so-called mongolism. The author dis- 
cusses cretinism parallel with the main subject as 
a means of contrasting a condition poorly under- 
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stood with one the nature of which is better known. . 
'The problem of mongolism is an eminently practical 
one, Statistically one might expect 2.3 mongoloids 
per each thousand of newborn infants. The cardinal 
conclusion reached by the author is that mongolism 
is a disturbance of visceral, somatic, and mental 
growth and development of the individual always 
associated with the deficiency of pituitary function. 
The author regards mongolism as a pituitary coun- 
terpart of thyroid cretinism and calls it pituitary 
cretinism. The congenital failure of pituitary func- 
tions leads to failure of growth manifest in the 
characteristic acromicria—the opposite of acro- 
megaly. In the first chapter the author discusses 
the history, frequency, and terminology of mon- 
golism and cretinism and points out the misconcep- 
tion under which the earlier studies of mongolism 
have been undertaken. The term, “mongolism,” 
with its ethnic connotation is a misnomer which, 
nevertheless, influenced a great,deal of speculative 
thinking of physicians in earlier times. In the 
second chapter he contrasts the physical character- 
istics of mongoloids and cretins. 'The term mon- 
golism was suggested to Langdon Down in 1866 by 
the quasi-mongolian slant of the palpebral fissure in 
mongoloid children. The author shows clearly that 
palpebral fissures in mongolism have nothing in 
common with the palpebral fissure of the Mongolian 
race. The apparent slanting is due to the persistence 
of the fetal "plica marginalis" normally present in 
many newborn but in mongoloid infants persisting 
into adult life. The retardation or arrest of growth 
and development manifests itself in all spheres of 
the individual's behavior. In the mental sphere 
this retardation in development is revealed by the 
persistence of infantile traits, a childlike emotional 
affective disposition, stubbornness, suggestibilty, and 
characteristic propensity to mimic the behavior of 
others. The productive behavior, and hence the 
occupational potentialities of mongoloids, remains 
at the level of their mental age, which usually re- 
mains below 7 years and, without treatment, rarely 
exceeds 5 years. 

The chapters on tbe nervous system and on en- 
docrine pathology are the core of the book and con- 
tain much new and original material which should 
be of interest, not only from the point of view of 
pathogenesis of the two conditions discussed but 
from the point of view of neuropathology and en- 
docrinology in general. The author points out and 
proves with detailed observations the disturbances 
in the skeletal growth, especially that of the skull 
which he considers as highly characteristic in 
mongoloids. Hand in hand with the cranial mal- 
proportions there are characteristic morphologic 
features in the central nervous system, especially 
the brain. The cerebral abnormalities manifest 
themselves in the organogenesis of the brain: 
flattening and distortion of convolutions, fusion of 
fissures, and malformations and insufficient myelina- 
tion of the cerebellum being the outstanding find- 
ings. These cerebral and cerebellar abnormalities 
explain the general hypotonia so characteristic of 
mongoloids. Metabolic abnormalities in the brain 
led the author to the conclusion that the chief dis- 
order of metabolism in mongoloids is the deficiency 
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in oxygenation ‘and carbohydrate metabolism. The 
disorder of brain metabolism during fetal life re- 
sults in dwarfism and stunted growth of the nervous 
system according to the biological laws which 
govern the arrest of physical growth. In contrast 
to cretinism in which the pituitary tends to be en- 
larged, in mongoloids the pituitary is hypoplastic. 
The author divides the pituitary abnormalities into 
two groups, those due to failure of differentiation 
of secretory cells, and those due to the failure of 
secretory activity. The autnor regards the en- 
docrine disorder in mongolism as a congenital 
type of hypopituitarism associated with a congenital 
gonadal hypofunction. The entire endocrine system 
and the endocrine regulation of bodily processes is 
affected. Male gonads show failure of spermato- 
genesis, testicular hypoplasia, and evidence of de- 
generative changes. The anomalies in female gonads 
were as conspicuous and of the same order. Chap- 
ter Ví deals with general pathology of visceral 
systems—liver, heart and blood vessels, lungs, kid- 
neys, thymus (always hypoplastic), and with gen- 
eral organ development. Chapters VII and VIII 
are concerned with the growth and development 
of the cranium, based on craniometric and x-ray 
studies of skulls of mongoloids and cretins. In 
Chapter IX the author presents the results of his 
extensive biochemical and hematological observa- 
tions. In Chapter X the relationship between the 
state of maternal health, age, and birth order of 
the child and the incidence of mongolism is dis- 
cussed on the basis of clinical and statistical data 
supplied by a series of over 300 families and show- 
ing tha- the maternal condition at the time of preg- 
nancy is the decisive factor in the pathogenesis of 
mongolism. Mongolism occurs under the same 
conditions which lead to abortion, prematurity, and 
hormonal sterility. In Chapters XI and XII the 
author discusses the rationale and methods of pre- 
vention and treatment of mongolism. The useful- 
ness and importance of this book far exceed the 
limits of the narrow field to which it is dedicated. 
PauL I. YAkovrev, M. D., 
Walter E. Fernald State School, 
Waverley, Mass. 
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TECHNIQUE OF PSYCHOANALYTIC THERAPY. By 
Sandor Lorand, M.D. (New York: Interza- 
tional University Press, 1946.) 


This book ts the outgrowth of Dr. Lorand's 
course in technique which he gives regularly at 
the New York Psychoanalytic Institute. 

Outstanding in this book is the absence of any 
rigid rules. The author consistently stresses flexi- 
bility—flexibility implemented by a thorough per- 
sonal analysis as well as accumulative experience. 
However, this flexibility must take place within 
the frameworx of the Freudian conception of psy- 
chodynamics. 

Paramount emphasis is laid on the transference 
situation and its correct analysis. Thus, under 
chapters headed Anxieties and Phobias, Sexval 
Difficulties in the Male, Sexual Difficulties in tae 
Female, Compulsion Neuroses, and Neurotic De- 
pressions, the author points out the patterns that 
transference takes in those clinical categories. The 
analyst must be ever sensitive to the transference 
situation and its correct analysis. 

The authoz's chapter on countertransference re- 
flects his great experience in psychoanalytic tech- 
nique. As a training analyst, he has had the op- 
portunity to observe the innumerable pitfalls of the 
young analyst, and in this chapter he records tke 
stumbling blocks which are encountered. 

This book answers many questions but leaves a 
good number unanswered. However, the psychc- 
analysts apparently do not intend to spoonfeed 
students. Too many broad statements are made 
which require better elaboration. Analysts, in build- 
ing up a thesis, have a most disconcerting manner 
of stating, “Of course, this means...” or “it is 
obvious that ....”. The author is no exception. 
Unfortunately, those deductions are not as obvious 
as the author implies. It may be obvious to him 
and to other trained analysts, but certainly not to 
the student. 

To those who have a good groundwork in Freu- 
dian psychoanalysis, this book is highly recom- 
mended. 

Morris Grayson, M. D., 
Bellevue Hospital, New York. 


IN MEMORIAM 
| 


CLARENCE ORION CHENEY 


1887- 


Clarence O. Cheney, a former president of i 
the American Psychiatric Association, died ; 
at White Plains, N. Y., on November 4, 1947 | 


at the age of 60 years. ‘He is survived by his | 


wife and san. | 

Dr. Cheney was born in Poughkeepsie, ; 
July 10, 1837, had his preliminary education | 
in the schools of that city, and graduated | 
from Columbia University, receiving an A.B.; 
with honors, in 1908. He pursued his medi-| 
cal course at that university and received 
his M.D. in 1911. He soon went into neuro- 
psychiatry, serving at the Manhattan State 
Hospital on Wards Island, where he made! 
notable contributions. His earliest interest 
was in neu-opathology. He embarked on the 
- clinical field and in 1917 became the assis- 
tant director of the Psychiatric Institute. He 
did much <o explode the claims of the sup- 
porters of the róle of focal infection, then a 
point of major interest. £l 

In 1922 he opened Marcy State Hospital, 
then operated as a division of the Utica 
State Hospital, on the staff of which he 
was the assistant superintendent. By com: 
petitive Civil Service examination, he was$ 
at the head of the list and he was, in 1926, 
made superintendent of the Hudson River 
State Hospital at Poughkeepsie, the city of 


his birth. He had there five years of dist - 


tinguished administration and, somewhat 
against his own wishes, he was appointed 
director o? the Psychiatric Institute which i in 
the meantime had become a part of the Co- 
lumbia-Presbyterian Medical Center occupy- 
ing a new building erected by the State. It 
was a difficult task, involving as it did active 
participation in the evening.duties in addi- 
tion to a full day of supervision and teaching. 
He began to feel the strain and after five 
years left New York State service to become 
superintendent of the Westchester Division 
of the New York Hospital (Bloomingdale). 
That was in 1936 and for ten years he 
directed the activities of that important insti- 
tution adding lustre to the record of a list 
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of -distinguished predecessors. Continuing 
ill health caused him to resign in 1946. 

Dr. Cheney was a scientist and the broad 
base of his knowledge made him an outstand- 
ing teacher. He was consulting psychiatrist 
to several hospitals, notably the New York 
Hospital and Bellevue. He had.many aca- . 
demic appointments. After experience as an 
instructor in psychiatry at Cornell University 
and Syracuse University, he came to head the 
department of psychiatry at Columbia dur- 
ing his Institute service and to be professor 
of clinical psychiatry at Cornell while he was 
superintendent of the Westchester Division 
of the New York Hospital. 

He was a member of all the local psy- 
chiatric societies, ultimately becoming presi- 
dent of most of them, a long-time Fellow 
of the American Psychiatric Association and 
after five years as secretary-treasurer, he 
became its president in 1935-36. He was a 
Fellow of the American Board of Psychiatry ` 
and Neurology and in. 1944 was honored by 
-receiving the Columbia University Medal 
for distinction in Psychiatry. For years he 
was on the editorial boards of the American 
Journal of Psychiatry and the Psychiatric 
Quarterly and he rewrote the medical por- 
tion of the Statistical Guide, a widely used 
publication. The list of his extracurricular 
activities is long, including the Rotary and 
Kiwanis Clubs. He liked people, they liked 
him, and his name and influence were sought 
in all kinds of civic matters. From nothing 
of real importance was he excluded. 

Cheney was a grand person. His impres- 
sive demeanor, his sober judgment, his wide | 
knowledge, and the deep respect of his asso- 
ciates won for him an outstanding place in 
professional circles. On a holiday or at a 
festive meal, he was a good companion, too. 
He was the type which men desire to have 
on a fishing trip. That tells the story. 

Clarence O. Cheney sleeps in the family 
plot at Poughkeepsie, N. Y., having crowded 
much into a life too early ended. 

FREDERICK W. Parsons, M.D. 
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As it must to all men, death came to Dr. 
Richard H. Hutchings, on October 28, 1947, 
-~ after an illness of only a few days. He had 
. been active in his profession except for a 
brief period prior to. his passing, and it may 
truly be said of him that “he died with his 
boots on." 


"He was born in Clinton, Georgia, August - 


28, 1869. His father, whose name he bore, 
was descended from a pioneer Georgia family 
tliat emigrated from Virginia soon after the 


American Revolution. His mother, Cornelia 


Greaves, a native of the same county, was 
the daughter of Joseph Greaves, a Tennes- 
seean, and of Mary Shorter, whose family 
were prominenit in the affairs of Georgia and 
Alabama. | 

Shortly after the birth of Richard Henry, 
the family moved to Macon, Georgia, and 
Richard had barely reached the age of five 
when his father died: Being the youngest 


of six children, his two brothers having died’ 


in infancy; his early development was much 
influenced not only by his devoted parents 
but especially by three older sisters, from one 
of whom he acquired a love of flowers that 
he retained to,the end; from his second sis- 
ter, who was one of the teachers in a small 
private school in -Macon that he attended, 
' his intense interest in the classics. 

In 1887, at the age of eighteen, he gradu- 
ated from Middle Georgia Military School 
. at Milledgeville and, after a year in Georgia 
“University, entered Bellevue Medical Col- 
lege, receiving his degree of Doctor of Medi- 
Cine in 1891. Followed a year of interneship 
.at the Almshouse Hospital on Blackwell’s 
© Island and his appointment in April, 1892, as 
physician to the City Asylum on Ward's 
Island (now Manhattan State Hospital). 

Here he came under the influence of Dr. 


"William Austin Macy, one of the pioneer 


superintendents in what is now the New 
York State Department of Mental Hygiene, 
who recommended him to Dr. Wise, then 
superintendent of the new state hospital at 
. Ogdensburg, N. Y. Thus on May 24, 1892, 


> Dr. Hutchings became a^member of the staff © 


: of the St. Lawrence State Hospital, where he 
rapidly passed by promotion through the 


various grades. In September, 1903, at thé 


early age of thirty-four, he was made super- 
intendent, remaining in that position urtil, 
in February, 1919, he was appointed super- 
intendent at the Utica State Hospital. 

He very early in his career manifested 
unusual scientific interest and curiosity, evi- 
dence of which we find in his investigation in 
1903 of the cause of a typhoid epidemic at the 
hospital when he demonstrated, for the frst 
time on record, that typhoid bacilli could be 


"carried in ice. 


The St. Lawrence State Hospital, under 
Dr. Hutchings’ superintendency, grew rap- | 
idly in patient population and in its fasili- 
ties and efficiency. He was one of the first 
superintendents to recognize the advanteges , 
of voluntary admissions, as a result of which 
the rate of such admissions at St. Lawrence 
exceeded that of most, if not all, of the other 
state hospitals. 

In 1909, the first regularly conducted clinic 
ata New York state hospital for advice znd 
treatment of community patients was eszab- 
lished by Dr. Hutchings at Ogdensburg. He 
was likewise a pioneer in providing hebit 
training and recreation for the otherwise idle 
and deterorated patients; and he assigned . 
a trained musician to promote the dissemina- 
tion of music throughout the hospital wards. 
In 1907, he headed a committee to revise the 
statistical tables and to formulate recommen- 
dations for the preparation of annual reports, 
and he continued as chairman. of the per- 
manent Committee on Statistics and Ferms 
until his retirement from the state service. 

Dr. Hutchings made an enviable record in 
the Medical Corps, U. S. Army, during 
World War I, serving in various important 
capacities from August, 1917, to February, 
IQIQ, attaining the rank of major. ` 

Comirg to the Utica State Hospital in 
I9IO, in addition to his many duties anc ac- 
tivities there he directed the construccion 
and development of. the Marcy State Hos- 
pital until 1931, when by legislative action it 
was mace a separate hospital. 

Dr. E utchings was a natural-born leeder 
and administrator. He was President o: the 
Associated Charities in Utica (now the Fam- 
ily Association) and President of the Torch 


Club of Utica. Under his guidance the tzain- 


- 


. v: gathered about him to constitute his medical - 
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ing schiogi for nurses at St. Postres State 
Hospital was developed to a high degree of 
efficiency. Shortly after coming to Utica he 
assisted in the organization, and was first 
President of the Board, of the Central Train- 
ing School for Nurses, in which state hospital 
nurses secure their preliminary training with 
pupil nurses of the general hospitals of Utica. 

From 1908 until he retired in 1931, he was 
lecturer in psychiatry with the College of 
Medicine of Syracuse University; and in 


.1933, as a token of appreciation for his many 


years of service on the teaching staff, he was 
appointed Professor Emeritus of Clinical 
Psychiatry. He was eminently qualified as a 
teacher, not only because of his wide clinical 


"experience but more especially by virtue of 


his broad culture and charm and a deep sense 
of humor that added zest to his presentation. 
These qualities went far to account for his 


professional achievement and endeared him | 


to a multitude of students, friends, and pro- 
fessional colleagues. 

In order to perpetuate his name and mem- 
ory at Syracuse University there was organ- 
ized, in 1933, an undergraduate medical so- 
ciety, the first of its kind at this institution, 
known as the Richard H. Hutchings Psy- 
chiatric Soctety. By his presence at its meet- 


'ings and his kindly cotinsel, he contributed 


much to the healthy growth of this outstand- 


l ing milestone in psychiatric progress in the 
‘college. 


Beyond ‘the stimulating influence he ex- 
erted upon the students of the College of 
Medicine, he contributed an even greater 
influence upon the young men whom he 


staff in the hospitals that he served as super- 


` intendent. Many of these physicians have 


won distinction in the field of psychiatry, and 
not.a few are, or have been, heads of in- 
stitutions in this or other states. 


His interest and achievements in the field | 


of communi-y education along mental hy- 
giene lines cover many vears. One need only 
glance at the annual reports of the Utica 
State Hospital to gain some idea of the vast 
number of groups he has met in the capacity 
of lecturer and the many educational com- 
mittees he headed or actuated 2 his in- 
fluence. 


While he may not have been one of our 


most prolific writers, he did contribute much. ? 
to psychiatric thinking, as editor, since nm 
1935, of the Psychiatric Quarterly, the official | 


organ of the New York State Department of .: 


Mental Hygiene. His Psychiatric. Word. 
Book, which went through six editions, was’, 
the result of many years of. EUM thought. 
and earnest research. 

Dr. Hutchings served a most successful: 
year as President of the American Psychiat- ' 
ric Association, 1938-1939, and his wise.. 
judgment was always subsequently sought as 
a member of the Council. 

In 1939, he retired from the New Yok. 
State Hospital system after 47 years of dis- 
tinguished service. He continued in the prac- ` 
tice of psychiatry, however, in Utica, until- 
the time of his passing. 

Dr. Hutchings’ life was influenced by a 
happy and harmonious family. In 1903, 
he married Lillie Beall Compton, whom he ;' 
had known and admired as a girl with her 
hair down her back. She had come from a 
prominent Georgia family; her- grandfather 
having been comptroller of the state during | 


. the confederacy. 


Three children were bom to them. Ria, 
ard Henry, Jr., was a psychiatrist of note in - 
his own name, whose tragic early death fon 
coronary thrombosis in 1938 was a severe 
blow to his parents and his many friends.’ 
His son, who carries on the family narné as 
Richard.IV, was born in 1921. Dr. Hutch 
ings’ second. son, Charles Wyatt, is assistant ` 


‘direcior at the Manhattan State Hospital 


where his illustrious father began his psy. 
chiatric career in 1892. The thitd child. 
Dorothy Compton: (Mrs. Raymond N.. Àl- 
berts), is a psychiatric social worker with the - 
Family Welfare Society’ of Schenectady, ! 
N. Y. i 
Only those of his many friends who had 
the privilege of knowing Dr. Hutchings’ in- 
timately can really appreciate, his many- ster- | 
ling qualities. He was a “real person." A - 
man, coming from pioneer stock, making 
the most of his heritage, he stood as an emi- 
nent physician and psychiatrist whose “foot- 
prints on the sands of time" will be guide 
posts to those whom he has left behind, as. 
well as to future is yet to come. 
. A. STECKEL, M. D. 
Syracuse, N. X 


